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Before  prescribing,  please  con- 
sult complete  product  information, 
a summary  of  which  follows: 

Indications:  Tension  and  anx- 
iety states;  somatic  complaints 
which  are  concomitants  of  emo- 
tional factors ; psychoneurotic  states 
manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive 
symptoms  or  agitation  ; symptomatic 
relief  of  acute  agitation,  tremor,  de- 
lirium tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal ; ad- 
junctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathol- 
ogy. spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  dis- 


orders (not  for  sole  therapy). 

Contraindicated:  Known  hyper- 
sensitivity to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow 
angle  glaucoma  ; may  be  used  in  pa- 
tients with  open  angle  glaucoma 
who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psy- 
chotic patients.  Caution  against 
hazardous  occupations  requiring 
complete  mental  alertness.  When 
used  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in 
frequency  and / or  severity  of  grand 
mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 


medication  ; abrupt  withdrawal  rm 
be  associated  with  temporary  in- 
crease in  frequency  and/or  severit 
of  seizures.  Advise  against  simul- 
taneous ingestion  of  alcohol  and 
other  CNS  depressants.  Withdraw; 
symptoms  (similar  to  those  with 
barbiturates  and  alcohol)  have 
occurred  following  abrupt  discon- 
tinuance (convulsions,  tremor,  ab- 
dominal andmusclecramps,vomiti: 
and  sweating).  Keep  addiction-pro: 
individuals  under  careful  surveil- 
lance because  of  their  predispositf 
to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of 
childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 


V Y hen  you  determine  that  the 
depressive  symptoms  are  associated 
with  or  secondary  to  predominant 
anxiety  in  the  psychoneurotic 
patient,  consider  Valium  (diazepam) 
in  addition  to  reassurance  and 
counseling,  for  the  psychotherapeutic 
support  it  provides.  As  anxiety  is 
relieved,  the  depressive  symptoms 
referable  to  it  are  also  often  relieved 
or  reduced. 

The  beneficial  effect  of  Valium  is 
usually  pronounced  and  rapid. 
Improvement  generally  becomes 
evident  within  a few  days,  although 


some  patients  may  require  a longer 
period.  Moreover,  Valium  (diazepam) 
is  generally  well  tolerated.  Side 
effects  most  commonly  reported  are 
drowsiness,  ataxia  and  fatigue.  Caution 
your  patients  against  engaging  in 
hazardous  occupations  or  driving. 

Frequently,  the  patient’s  symptoms 
are  greatly  intensified  at  bedtime. 

In  such  situations,  Valium  offers  an 
additional  advantage:  adding  an  h.s. 
dose  to  the  b.i.d.  or  t.i.d.  schedule 
can  relieve  the  anxiety  and  thus 
may  encourage  a more  restful 
night’s  sleep. 


symptom  complex 

to  Valium  (diazepam) 


Precautions:  If  combined  with 
;her  psychotropics  or  anticonvul- 
;mts,  consider  carefully  pharma- 
)logy  of  agents  employed;  drugs 
ich  as  phenothiazines,  narcotics, 
arbiturates,  MAO  inhibitors  and 
;her  antidepressants  may  poten- 
tate its  action.  Usual  precautions 
dicated  in  patients  severely  de- 
'essed,  or  with  latent  depression, 

• with  suicidal  tendencies.  Observe 
liual  precautions  in  impaired  renal 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  N J 07110 


or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  con- 
fusion, diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  head- 
ache, incontinence,  changes  in  sali- 
vation, slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 


vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anx- 
iety, hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been 
reported ; should  these  occur,  dis- 
continue drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 


Valium  2-mg,  5-mg,  io-mg  tablets 

(diazepam) 


Concerned  about  heart  attack? 


1 you  will  get 
your  husband  to 
' quit  - " - 
smoking. 


exercise 
regularly. 


watch  his 
weight.. 


and  have  regular 
checkups... 


Saffola  will  help 
lower  his 

cholesterol. 


CORN  OIL 
MARGARINE 
(AVERAGE) 


Following  the 
doctors  orders 
isn’t  always  easy. 

So  when  he  recom- 
mends  a low  saturated 
fat  diet , it  s nice  to  get  some  help.  Unlike 
the  high-priced  spread,  Saffola  (and,  in 
fact,  most  margarines) 
contains  no  choles- 
terol. But  thats  only 
the  beginning.  Saffola 
Margarine  is  made 
from  safflower  oil  — 
lower  in  saturated 
fats,  higher  in  poly- 
unsaturates than  com 
oil.  In  conjunction  with  a low  saturated 
fat  diet,  Saffola  actually  helps  reduce 
the  level  of  blood  cholesterol. 

It’s  reassuring  to  know  that  if  your 
doctor  recommends  cutting  down  on 
saturated  fats,  you  don’t  have  to  cut 
down  on  flavor. 

Saffola  tastes  so  much  like  the  high- 
priced  spread, chances  are 
your  family  won’t  notice 
the  difference. 
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POLY- UNSATURATE  LEVEL 
CUBE  MARGARINE 


Saffola 
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When 

low  back  pain 
interferes  ••• 


Help  relieve  pain,  restore  mobility 

PARAFON  FORTE  Tablets 

PARAFLEX®  (chlorzoxazone)t  250  mg  ; TYLENOL®  (acetaminophen)  300  mg. 

*This  drug  has  been  evaluated  as  'possibly"  effective  for  this  indication. 


See  brief  summary  of  prescribing  information  on  facing  page  for  Indications, 
Contraindications,  Warnings,  Precautions  and  Adverse  Reactions. 


© McN  73 


PARAFON  FORTE  Tablets 


restore  mobility  and 
stop  paimspasm 
feedback  by  providing: 

a non  salicylate  analgesic  equal  to 
aspirin  for  relief  of  pain,1’2  yet  unlikely 
to  cause  the  gastric  irritation,2’3 
allergic  reactions2  or  increased  bleeding 
time4  associated  with  aspirin  therapy. 

and  a skeletal  muscle  relaxant 
shown  in  extensive  clinical  studies  to  be 
useful  in  a variety  of  low  back 
disorders5'7*  but  which  is  not  an 
antihistamine  or  tranquilizer  derivative 
and  is  unlikely  to  produce  a 
tranquilizing  or  sedative  effect.8 


‘Indications  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences-National  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows: 

Possibly'  effective  for  the  relief  of  severe  skeletal  muscle  gain 
and  spasm  when  associated  with  acute  disorders  of  the  lower 
back  [including  acute  exacerbations  of  chronic  conditions]. 


Contraindications:  Sensitivity  to  either  component 
Warnings:  Usage  in  Pregnancy— Use  in  woman  of  child-bearing 
potential  only  when  potential  benefits  outweigh  possible  risks. 
Precautions:  Exercise  caution  in  patients  with  known  allergies  or 
history  of  drug  allergies.  If  a sensitivity  reaction  or  any  signs  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug  should 
be  stopped. 

Adverse  Reactions:  Occasionally,  drowsiness,  dizziness,  lighthead- 
edness, malaise,  overstimulation  or  gastrointestinal  disturbances 
may  be  noted;  rarely,  allergic-type  skin  rashes,  petechiae,  ecchy- 
moses,  angioneurotic  edema  or  anaphylactic  reactions.  In  rare  in- 
stances, Parafiex  [chlorzoxazone]  may  possibly  have  been  associ- 
ated with  gastrointestinal  bleeding.  While  Parafiex  [chlorzoxazone] 
and  chlorzoxazone-containing  products  have  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen  pa- 
tients, it  was  not  possible  to  state  that  the  dysfunction  was  or  was  not 
drug  induced. 

Usual  Adult  Dosage:  Two  tablets  q.i.d 

Supplied:  Scored,  light  green  tablets,  imprinted  “McNEIL"— 
bottles  of  100. 

References:  1.  Batterman,  R.C.,  and  Grossman,  A.J.:  Fed  Proc.  74: 316, 
1955.  2.  Goodman,  L.S.,  and  Gilman,  A.,  ed.  The  Pharmacological  Basis  of 
Therapeutics,  ed  4 New  York,  The  Macmillan  Company,  1970  3.  Vickers, 
F N Gastroint  Endosc.  14: 94,  1967  4.  Mielke,  C.H.,  Jr.,  and  Britten  A.F.H.: 
New  Engl  J.  Med.  282: 1 270,  1 970  (Corresp.).  5.  Vernon,  W.G.:  Curr.  Therap 
Res.  74:801,  1972  6.  Schemer,  JJ:  Curr.  Therap.  Res.  74:168,  1972.  7. 
Walker,  J.M  Curr.  Therap  Res.  75:248,  1973.  8.  Friend,  D.G  : Clin.  Pharma- 
col. Ther.  5:871,  1964 

+ U.S.  Patent  No.  2,895,877 
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PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

$7.00  per  volume,  including  name  imprint. 

Inquire  about  quantity  discounts. 

Free  local  pick  up  and  delivery  on  10  volumes 
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2614  North  29th  Avenue 
PHOENIX,  ARIZONA  85009 
272-9338 


ArMA  offers  a NEW 

INSURANCE  FORM 

FOR  ALL  CLAIMS 

An  order  today  will  stop  the  confusion  of 
multiple  insurance  forms 
Sample  available  on  request 

COST:  $1 .75  per  hundred 

To:  Arizona  Medical  Association 
81  0 West  Bethany  Home  Rd. 

Phoenix,  AZ  8501  3 

Please  send  me  hundred  approved 

insurance  forms  costing  $1.75  per  hundred. 


NAME  

Address  

Bill  me  □ Payment  Enclosed  □ 


I McNEIL  | 


McNeil  Laboratories,  Inc. 
Fort  Washington,  Pa.  19034 


At  Your  Service  in 
The  Grand  Canyon  State 


In  the  state  whose  name 
comes  from  the  Indian  word, 
arizonac,  perhaps  meaning 
small  spring . . . 


PHARMACEUTICAL  DIVISION 

IVIARIOW 

LABORATORIES,  INC 

KANSAS  CITY.  MO  64137 


is  represented  by . . . 


Bruce  Evers 


Steve  Thornburg 


Greg  Watkins 


These  men  bring  you 


Puts  comfort  in  your  prescription 

for  nicotinic  acid 


Description:  Each  capsule  contains  400  mg  of 
nicotinic  acid  in  a special  base  that  provides 
a prolonged  systemic  effect. 

Indications:  NICO-400®  is  recommended  for  all 
disease  states  in  which  nicotinic  acid  has 
been  used.  These  include  conditions 
associated  with  deficient  circulation  and  for 
use  in  the  correction  of  nicotinic  acid 
deficiencies. 

Contraindications:  Individuals  with  a 
hypersensitivity  to  nicotinic  acid,  severe 
hypotension  or  hemorrhaging. 

Warnings:  Use  with  caution  in  those  patients 
with  history  of  peptic  ulcer,  severe  diabetes, 
impaired  gall  bladder  or  liver  functions  and 
in  pregnant  women. 

Adverse  Reactions:  Patients  should  be 
informed  of  the  short-lived  reactions 
experienced  with  nicotinic  acid  therapy: 
cutaneous  flushing,  a sensation  of  warmth, 
tingling  and  itching  of  the  skin,  increased 
gastrointestinal  motility  and  sebaceous 
gland  activity. 

Dosage  and  Administration:  One  capsule 
every  12  hours  or  as  directed  by  physician. 
Caution:  Federal  law  prohibits  dispensing 
without  prescription. 

How  Supplied:  Bottles  of  100  capsules. 

Another  patient  benefit  product  from 

PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC 

KANSAS  CITY  MISSOURI  64137 


THE  OPTIMAL  DOSE,  400- mg,  timed-release 
N I CO -400®  (nicotinic  acid)  capsule  provides 

• Controlled  flushing  for  the  desired  effects  without 
therapy-limiting  side  effects. 

• Convenient  b.i.d.  dosage  that’s  less  likely  to  be 
forgotten. 

• The  economy  of  nicotinic  acid  medication. 


For  comfort  wherever  nicotinic  acid  is 


(nicotinic  acid)  Plateau 


used 

CAPS® 


When  G.L 

complaints  occur 
in  the  absence 
of  organic  findings, 
underlying 
anxiety  may  be 
one  factor 


The  influence  of  anxiety  on  gastrointesti- 
nal function.  Excessive  anxiety  and  tension  can 
adversely  affect  the  function  of  any  portion  of  the 
gastrointestinal  system.  Complaints  are  varied,  e.g., 
epigastric  pressure,  heartburn,  ulcer-like  pain,  diar- 
rhea, etc.  A vicious  circle  may  develop  in  which 
anxiety  and  G.L  disorders  intensify  each  other. 

Prime  objectives  of  total  patient  therapy  in- 
clude: symptomatic  relief,  removal  of  apprehensions 
about  organic  disease  and  helping  the  patient  un- 
derstand how  excessive  anxiety  may  trigger  physical 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or  accom- 
panying various  disease  states. 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alco- 
hol and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring  complete  mental  alertness  (e.g.,  oper- 
ating machinery,  driving).  Though  physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended  doses,  use  caution  in  administer- 
ing to  addiction-prone  individuals  or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates,  have  been  reported.  Use  of 
any  drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age  requires 
that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six, 
limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclude 
ataxia  or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not  rec- 
ommended in  children  under  six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 


complaints.  Brief  counseling  and  the  utilization  of 
favorable  factors  in  the  patient’s  personality  and 
environment  can  often  provide  needed  support. 


Antianxiety  therapy.  Antianxiety  medica- 
tion  may  prove  a valuable  supplement  when  court- 
seling  and  reassurance  are  not  sufficient  to  allay 
the  patient’s  emotional  distress  and  relieve  his 
anxiety-provoked  physical  complaints.  The  agent 
prescribed  should  be  both  clinically  effective  and 
generally  free  from  undesirable  side  effects. 
Librium  (chlordiazepoxide  HC1)  meets  these  re- 
quirements with  a high  degree  of  consistency,  and 
has  a wide  margin  of  safety  and  an  excellent  record 
of  patient  acceptance.  The  most  common  side  ef- 
fects reported  have  been  drowsiness,  ataxia  and  con- 
fusion, particularly  in  the  elderly  and  debilitated. 

Whenever  anxiety  is  a clinically  significant 
factor,  adjunctive  Librium  is  used  concomitantly 
with  specific  gastrointestinal  drugs  such  as  anti- 
cholinergic agents.  Once  anxiety  has  been  reduced 
to  appropriate  levels,  treatment  with  Librium 
should  be  discontinued. 


For  relief  of 
excessive  anxiety 

adjunctive 

Librium  iomg 

(ch  lord  i azepox  ide  HC1) 
lor  2 capsules  t.i.d./q.i.d. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N J.  07110 


in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
( e.g .,  excitement,  stimulation  and  acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive  children.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  encountered 
are  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally  controlled  with  dosage  reduction;  changes 
in  EEG  patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 mg,  10  mg  or  25  mg  chlor- 
diazepoxide HC1.  Libritabs®  Tablets  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide. 
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Address  all  correspondence  to  the 
Journal  Offices 
810  W.  Bethany  Home  Rd., 

Phoenix,  Arizona  85013 

Bruce  E.  Robinson 
Business  Manager 

National  Representative 
State  Journals  West 
Melvin  B.  Tyler,  Advertising  Manager 
693  Sutter  Street 
San  Francisco,  California  94102 

"The  material  in  this  journal  is  not  copyright- 
ed. We  ask  that  anyone  using  material  from 
it  note  the  previous  publication  in  ARIZONA 
MEDICINE." 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of 
scientific  articles  for  publication  in  ARIZONA 
MEDICINE.  All  such  contributions  are  greatly 
appreciated.  All  will  be  given  equal  consider- 
ation. 

Material  submitted  for  publication  in  ARI- 
ZONA MEDICINE  should  conform  to  the  fol- 
lowing policies: 

1.  Manuscripts,  including  references  or  bib- 
liography, should  be  typewritten,  double- 
spaced,  on  one  side  of  the  paper  only,  and 
the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  med- 
cal  writing  as  followed  by  the  JOURNAL  OF 
THE  AMERICAN  MEDICAL  ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccur- 
acies, the  ultimate  responsibility  is  the  author's. 

4.  Articles  are  accepted  for  publication  only 
if  they  are  contributed  exclusively  to  this  Jour- 
nal. Ordinarily,  contributors  will  be  notified 
within  60  days  if  a manuscript  is  accepted  for 
publication.  Every  effort  will  be  made  to  re- 
turn unused  manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all 
material. 

6.  Reprints  will  be  supplied  to  the  author  at 
printing  cost. 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  ettective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity,  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
ial  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes:  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS). 

Rena!  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands,  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults- 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q i d.  for  a total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children -3  to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS) , total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and 300  mg  capsules:  syruo  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 
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WALLACE  PHARMACEUTICALS 
CRANBURY,  NEW  JERSEY  08512 


When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 


Rondomycin  300mg 

[mehhacycline  HGI]  Capsules 

Delivers  from  the  very  first  dose: 

tudies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


It’s  time  foraction  to  defend  the  laws 
and  regulations  that  protect  your 
patients  against  drug  substitution. 


These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations: 

The  American  Academy  of  Dermatology 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  Trustees  of  the 
American  Dental  Association 

The  Board  of  T rustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Association 

The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 
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The  National  Wholesale  Druggists’ 
Association 


Joint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
o affirm  the  support  of  the  participat- 
ng  organizations  for  the  laws,  regula- 
ionsand  professional  traditions  which 
prohibit  the  unauthorized  substitution 
)f  drug  products. 

Traditionally,  physicians,  den- 
ists  and  pharmacists  have  worked 
:ooperatively  to  serve  the  best  inter- 
ests of  patients.  Productive  coopera- 
ion  has  been  achieved  through 
nutual  respect  as  well  as  a common 
:oncern  for  the  ideals  of  public 
service.  This  mutual  respect  has  been 
eflected,  in  part,  by  joint  support 
ever  the  years  for  the  adoption  and 
enforcement  of  laws  and  regulations 
specifically  prohibiting  unauthorized 
substitution  and  encouraging  joint 
discussion  and  selection  of  the 
•ource  of  supply  of  drug  products. 

'he  basic  principles  of  medical,  den- 
al  and  pharmacy  practice  are  thus 
utilized  and  preserved  in  the  interest 
)f  patient  welfare. 

The  antisubstitution  laws  have 
lot  obstructed  enhancement  of  the 
professional  status  of  pharmacy  any 
nore  than  they  have  in  and  of  them- 
selves guaranteed  absolute  protec- 
ion  from  unsafe  drugs,  or  freed 
physicians,  dentists  and  pharmacists 
rom  their  responsibilities  to  patients. 
|\s  a practical  matter,  however,  such 
aws  and  regulations  encourage  inter- 
irofessional  communications  regard- 
ng  drug  product  selection  and  assure 
;;ach  profession  the  opportunity  to 
exercise  fully  its  expertise  in  drug 
isage,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
)e  urged  to  increase  the  frequency 
ind  regularity  of  their  contacts  with 
pharmacists  in  selection  of  quality 
frug  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  serving  their 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. , Washington,  D.  C.  20005 
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More  than  sleep.. 


your  choice  of  sleep  medicatbn 
is  wisely  based  on  more  than  ■; 
sleep-inducing  potential  ! 


sleep  with 


Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dal  mar: 
^ .1  i r ■ (flurazepam  HCI);  no  depression  of  cardiac  or  respiratory  functic 

reia  0 V©  v>ol  ©1  y was  noteci  in  patients  administered  recommended  or  higherdosc 

J for  as  long  as  90  consecutive  nights. 

In  most  instances  when  adverse  reactions  were  reported,  they  were  mild,  infrequent  and  seldom  n 
quired  discontinuance  of  therapy.  Morning  “hang-over”  with  Dalmane  has  been  relatively  infrequent.  Dizi 
ness,  drowsiness,  lightheadedness  and  the  like 


have  been  the  side  effects  noted  most  frequently, 
particularly  in  the  elderly  and  debilitated.  (An 
initial  dose  of  Dalmane  15  mg  should  be  pre- 
scribed for  these  patients.) 


steep  for  7 to  8 hours 
without  need  to 


repeat  dosageNos,eepmec 

cation  has  been  as  rigorously  evaluated  in  the  sleep  research  laboratory  as  Dalmane.  Insomnia  patien 
given  one30-mg  capsule  of  Dalmane  at  bedtime,  on  average:  fell  asleep  within  17  minutes,  had  fewer  nigh 
time  awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours  with  no  need  to  repe; 
dosage  during  the  night. 


Dalmane  has  been  shown  to  be  con- 
sistently effective  even  during  con- 
secutive nights  of  administration, 
with  no  need  to  increase  dosage. 
Dalmane  (flurazepam  HCI)  is  a distinctive  sleep  medication  — a 
nzodiazepine  specifically  indicated  for  insomnia.  It  is  not  a bar- 
urate  or  methaqualone,  nor  is  it  related  chemically  to  any  other 
ailable  hypnotic. 

I When  your  evaluation  of  insomnia  indicates  the  need  for  a sleep 
bdication,  consider  Dalmane— a single  entity  nonnarcotic,  non- 
Irbitu rate  agent  proved  effective  and  relatively  safe  for  relief  of 
■omnia. 

’ 

DALI  IANE 

I (flurazepam  HC 

When  restful  sleep 
is  indicated 

One  30-mg  capsule  h.s.  —usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  —initial  dosage  for  elderly  or 
debilitated  patients. 


Jeep  with 
consistency 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in  acute 
or  chronic  medical  situations  requiring  restful 
sleep  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness 
(e  g.,  operating  machinery,  driving)  Use  in 
women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards  Not 
recommended  for  use  in  persons  under  15 
years  of  age  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage 

Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function . 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness.  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains, 
body  and  joint  pains  and  GU  complaints 
There  have  also  been  rare  occurrences  of 
sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase.  Paradoxical  reactions,  e g , 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances 

Dosage:  Individualize  for  maximum  beneficial 
effect  Adults:  30  mg  usual  dosage;  15  mg  may 
suffice  in  some  patients  Elderly  or  debilitated 
patients . 15  mg  initially  until  response  is 
determined. 


Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI 


ROCHE  LABORATORIES 
Div  , Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Not  too  little,  not  too  much... 
but  just  right! 

"Just  right"  amounts  of  Ilosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients  precise  needs— 
without  regard  to  package  size. 


ready- mixed 

ILOSONE  LIQUID  250 

ERYTHROMYCIN  ESTOLATE 

(equivalent  to  250  mg.  erythromycin  per  5-ml.  teaspoonful) 


Additional  information  available  to  the  profession  on  request. 


^□ISTA 


400054 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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HEPATOTOXICITY  TO  ISONIAZID 
A CASE  REPORT 


INTRODUCTION 

The  report  of  the  Ad  Hoc  Committee  on  Ison- 
iazid  and  Liver  Disease,  Department  of  Health, 
Education  and  Welfare  was  published  March 
17-18,  1971. 1 The  Commission  of  Food  and 
Drugs,  Department  of  Health,  Education,  and 
Welfare,  on  September  25,  1971  amended  the 
labeling  of  Isoniazid.2  Among  the  Warnings  — 
"Hepatitis  associated  with  Isoniazid  therapy  has 
been  reported.”  The  contraindication  stated 
“Isoniazid  is  contraindicated  in  patients  who 
develop  severe  hypersensitivity  reactions,  in- 
cluding drug  induced  hepatitis.”  The  above  re- 
ports focused  attention  on  Isoniazid  in  the  pre- 
vention and  treatment  of  tuberculosis.  We  wish 
to  report  a recent  case. 

CASE  REPORT 

A fifty-nine-year  old  Caucasian  male  was  ad- 
mitted for  hospital  care  March  8,  1973.  His 
attending  physician  reported  a sputum  culture 
positive  for  Mycobacterium  tuberculosis.  Ison- 
iazid, 300  mgm  daily,  was  prescribed  beginning 
February  25,  1973. 

Historically,  symptoms  of  malaise,  anorexia, 
cough  and  expectoration,  thought  to  be  “flu”  de- 
veloped during  Christmas  week,  1972.  He  first 
consulted  a Phoenix  physician,  January  17,  1972. 
Because  of  an  abnormal  chest  x-ray  and  negative 
skin  test  for  tuberculosis,  he  was  referred  to  a 
chest  specialist.  There  a repeat  chest  x-ray  was 
reported  “bilateral  lung  changes  suggesting 
granulomatous  disease,  most  likely  tuberculosis 
or  histoplasmosis.”  All  skin  tests  were  negative 
except  a questionable  positive  to  PPD.  Subse- 
quently, the  sputum  culture  for  acid  fast  bacilli 
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disclosed  two  colonies.  This  was  sent  to  a refer- 
ence laboratory  (Arizona  State  Laboratory) 
where  a subculture  confirmed  My  cobacterium 
tuberculosis  with  sensitivity  to  all  tested  anti- 
tuberculosis drugs. 

Significant  past  history  disclosed  hospitaliza- 
tion for  pneumonia  twelve  years  ago  with  no 
apparent  sequelae  or  follow-up. 

PHYSICAL  EXAMINATION 

A well  nourished,  well  developed,  nervous 
white  male,  height  5’11”,  weight  159  pounds, 
temperature  97.6,  apical  and  radial  pulse  100 
and  regular,  blood  pressure  112/60,  respirations 
30. 

Except  for  two  plus  bilateral  pedal  edema,  all 
other  findings  disclosed  no  significant  abnor- 
mality. 

IN  HOSPITAL  COURSE 

The  pedal  edema  disappeared  following  use 
of  a diuretic  for  two  days.  It  did  not  return. 
Upon  admission,  he  admitted  anxiety  and  de- 
pression. He  continued  anorectic,  restless,  de- 
pressed and  drowsy. 

The  afternoon  of  March  19th,  his  temperature 
rose  to  100°;  he  seemingly  developed  a slight 
generalized  tremor,  complained  of  some  dyspep- 
sia and  the  sclerae  of  his  eyes  appeared  icteric. 
The  following  morning,  following  a wakeful 
night,  he  appeared  generally  jaundiced.  He  per- 
spired; temperature  was  99°  and  a definite 
tremor  of  hands  was  noted.  He  became  more 
irritable,  refusing  both  food  and  most  liquids. 
The  next  day  temperature  was  99.6,  the  hand 
tremor  continued.  The  patient  was  somnolent 
and  listless.  Intravenous  fluids  were  added. 
Stools  were  reported  as  gray-brown  and  yellow- 


ish clay  colored.  By  March  24th,  stools  were 
definitely  clay  colored  and  urine  a dark  yellow. 
Two  days  later  the  jaundice  was  fading  and  the 
hand  tremor  gone.  The  patient  was  more  alert, 
less  restless,  and  tolerating  an  oral  diet.  He  had 
lost  sixteen  pounds  from  his  admitting  weight. 
Subsequently,  the  jaundice  and  icteric  sclerae 
entirely  cleared  and  the  remaining  hospital 
course  was  one  of  improvement  in  all  spheres. 


Chemistry 

SCOT 

SGPT 

3-09-73 

44 

3-20-73 

1,160 

600 

3-21-73 

920 

600 

3-22-73 

820 

450 

3-23-73 

950 

760 

3-26-73 

490 

430 

3-27-73 

200 

340 

3-30-73 

75 

100 

4-03-73 

32 

49 

4-09-73 

21 

4-16-73 

17 

BUN 

Bilirubin 

Alkaline 

13 

Direct 

Indirect 

Total 

Phosphatase 

14,35 

10.65 

25.00 

100 

2.86 

2.34 

5.20 

68 

1.18 

1.07 

2.25 

34 

4-23-73  20 

4-30-73  17 

3-21-73  Icterus  Index  58,  Total  Protein  6.0,  Albumin  2.4,  Globulin  3.6 
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He  pressed  for  discharge  and  declined  further 
studies  or  consultations. 

LABORATORY 

Sputa:  Five  smears  and  cultures  for  acid  fast 
facilli  were  negative.  Gram  pathogens  and  tumor 
cells  negative. 

Skin  Tests:  PPD-T  (2),  Battey,  Coccidioidin, 
1:100  and  1:10  and  Histoplasmin  were  all  nega- 
tive. 

Urine  Studies:  Urinalysis  on  March  9 and  12 
were  within  normal  limits.  Urinalysis  on  March 
20  showed  3+  bile,  4-6  hyaline  casts.  Urinalysis 
on  April  4,  urobiligen  positive  in  indiluted,  nega- 
tive in  1/10  dilution.  Urine  for  gram  pathogens 
showed  no  growth. 

Hematology:  Admitting  Hemoglobin  15.0 

grams,  hemotocrit  50%,  dropping  to  12.8  grams 
and  40%  one  month  later.  White  blood  cell  count 
essentially  normal  with  a relative  increase  in 
lymphocytes. 

Miscellaneous:  VDRL  non-reactive.  CF  and 
PPTN  for  C Immitis  negative.  3-21-73  Pro-time: 
Patient  16  seconds,  control  13  seconds.  3-22-73 
Thymol  Turbidity  14.4  units;  ceph  flocculation 
1+.  Stool  urobiligen  negative.  Australia  Antigen 
not  detected  by  counterelectrophoresis.  Protein 
electrophoresis:  Albumin  4.23,  Alpha  I 0.16, 
Alpha  II  0.67,  Beta  0.82,  Gamma  1.52,  Total 
Protein  7.4. 

EKG:  “Low  voltage  consistent  with  obstruc- 
tive and  restrictive  pulmonary  disease.” 

X-Ray  Conclusion:  “Chronic  pulmonary  infil- 
trative disease,  bilateral,  consistent  with  pulmon- 
ary tuberculosis.” 

MEDICATIONS 

Anti-Tuberculosis:  3-8-73  Steptomycin  V2  gram 
5 times  weekly,  3-20-73  held  due  to  jaundice, 
4-4-73  restarted  V2  gram  5 times  weekly,  contin- 
ued to  discharge  and  tolerated.  3-8-73  INH  400 
mg  daily,  3-20-73  held  due  to  jaundice,  not  re- 
started. 3-8-73  Myainbutol  1,800  mg  daily,  3-20- 
73  held  due  to  jaundice,  4-4-73  restarted  1,000 
mg  daily,  continued  to  discharge  and  tolerated. 
4-4-73  Rifampin  600  mg  daily,  continued  to  dis- 
charge and  tolerated. 

Supportive:  Supportive  medications  included 
vitamins,  Dalmane,  Tylenol,  Librium,  and  Hy- 
drodiuril. 

DISCUSSION 

The  admitting  clinical,  radiological,  and  bac- 
teriological findings  seemed  consistent  with  re- 
activation of  Pulmonary  Tuberculosis.  The  pa- 
tient was  placed  on  routine  triple  therapy, 


Streptomycin,  Isoniazid,  and  Myambutol.  Our 
100  mgm  Isoniazid  tablets  each  contain  10  mgm 
Pyridoxine.  We,  not  infrequently,  utilize  25 
mgm/kg  dosage  of  Myambutol  for  sixty  days, 
then  reduce  to  15  mgm/kg.  The  admitting  slight 
elevation  of  SGO-T  was  believed  probably  re- 
lated to  the  reported  respiratory  illness,  anorexia 
and  indiscriminate  use  of  alcoholic  beverages. 

Goldman  and  Braman  have  recently  reviewed 
the  adverse  effect  of  Isoniazid.4  “Drug  induced 
hepatic  injury  may  be  caused  by  a hypersensi- 
tivity reaction  which  has  a low  incidence,  is  not 
dose  related,  and  follows  a sensitization  period 
(usually  one  to  four  weeks).  Foremost  among 
the  toxic  effects  of  Ironiazid  are  the  neurologic 
syndromes.”  We  are  uncertain  which  symptoms 
exhibited  by  our  patient  represented  Isoniazid 
toxicity.  The  prompt  clinical  and  laboratory  im- 
provement following  discontinuance  of  Isoniazid 
and  toleration  of  other  anti-tuberculosis  chemo- 
therapy seemed  to  represent  a hypersensitivity 
(allergic)  reaction. 

Kent  and  Schwartz  note  “the  rarity  of  a false- 
negative tuberculin  skin  reaction  re-emphasizes 
the  value  of  PPD  in  the  diagnosis  of  tuberculo- 
sis.”3 Our  laboratory  results  suggest  to  us  that 
reactivation  of  active  tuberculosis  has  not  been 
established. 

In  addition  to  continuation  of  Rifampin  and 
Myambutol  as  an  outpatient,  we  have  suggested 
further  studies,  medical  or  surgical  be  considered. 

CONCLUSION 

1.  A case  of  hepatotoxicity  to  Isoniazid  has 
been  described. 

2.  The  liver  involvement  may  either  be  con- 
sidered hepatocellular  or  cholestatic. 

3.  This  case  represents  a hypersensitivity  ( al- 
lergic reaction). 

4.  Reactivation  of  tuberculosis  has  not  been 
definitely  established. 

5.  Despite  the  infrequency  of  untoward  ad- 
verse effects  of  Isoniazid,  clinicians  must 
be  alert  to  allergic  reactions  as  well  as  toxic 
reactions. 

SUMMARY 
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FIRST  DEGREE  ATRIOVENTRICULAR 
BLOCK -A  CONSEQUENCE  OF 
ABNORMAL 

HIS  BUNDLE  CONDITION 

ALBERTO  BENCHIMOL,  M.D. 

JACO  FISHENFELD,  M.D. 

KENNETH  B.  DESSER,  M.D. 


Traditionally,  atrioventricular  block  has  been 
classified  as  being  located  either  above  or  below 
the  bundle  of  His.  Recent  evidence  suggests  a 
form  of  such  block  which  has  its  origin  within 
the  bundle  itself.  The  authors  present  evidence 
to  support  the  presence  of  this  unusual  occur- 
rence in  a 33-year-old  female  with  a clinical 
history  of  syncope.  The  potential  importance  of 
this  rare  finding  is  discussed. 


The  development  of  a method  for  recording 
His  bundle  electrograms  in  human  subjects1  has 
led  to  a more  complete  understanding  of  the 
various  types  of  atrioventricular  (A-V)  block.2 
Utilizing  this  technique  it  is  now  possible  to  doc- 
ument focal  blocks  in  the  main  bundle  of  His 
with  and  without  concomitant  blocks  in  other 
portions  of  the  A-V  conduction  system.2'5  The 
electrographic  counterpart  of  focal  His  bundle 
block  has  been  termed  “split  His”  by  virtue  of 

From  the  Institute  for  Cardiovascular  Diseases,  Good  Samari- 
tan Hospital,  1033  E.  McDowell  Rd.,  Phoenix,  AZ  85006,  reprint 
requests  to  Dr.  Benchimol. 
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the  presence  of  two  His  bundle  deflections  ( H 
and  H1)  between  the  atrial  (A)  and  ventricular 
(V)  depolarizations.3 

We  report  here  the  surface  electrocardiogram 
and  His  bundle  electrograms  from  a patient  with 
first  degree  atrioventricular  block  based  on  a 
focal  His  bundle  block. 

Case  Report: 

A 33-vear-old  woman  was  referred  to  the  In- 
stitute for  Cardiovascular  Diseases  at  Good  Sam- 
aritan Hospital  for  investigation  of  first  degree 
atrioventricular  block.  In  December,  1971,  the 
patient  experienced  a syncopal  episode  while 
walking  which  was  not  preceded  by  aura,  palpi- 
tations or  headache.  One  month  later  the  patient 
had  a routine  electrocardiogram  taken  prior  to  a 
scheduled  diagnostic  dilation  and  curretage.  At 
that  time,  she  was  told  that  the  electrocardio- 
gram demonstrated  “heart  block”  and  the  opera- 
tion was  cancelled.  There  was  no  history  of 
rheumatic  fever,  chorea,  chest  pain,  dyspnea, 
orthopnea,  or  palpitations.  The  patient  was  not 
taking  any  cardiac  drugs.  Physical  examination 
was  unremarkable  except  for  an  early  diastolic 
sound  heard  on  cardiac  auscultation  which  oc- 
curred concurrently  with  the  early  appearance 
of  a jugular  venous  pulse  “a”  wave.  A chest  roent- 
genogram was  normal.  A twelve  lead  electrocar- 
diogram revealed  sinus  rhythm  at  a rate  of  75/ 
min.  and  first  degree  atrioventricular  block  with 
a P-R  interval  of  0.41  second.  There  were  no 
abnormalities  of  the  QRS  complexes  and  T 
waves  ( Figure  1 ) . These  findings  were  con- 
firmed on  a timed  Frank  vectorcardiogram 
(Figure  2).  The  patient  underwent  cardiac  cath- 
eterization and  left  ventricular  angiography.  The 
right  and  left  heart  pressures  were  normal  and 
the  cardiac  index  was  1.8  L./M.2/min.  The  left 
ventriculogram  was  normal. 

His  Bundle  Electrograms: 

His  bundle  electrography  was  performed  with 


D.D.  - 33  F.  - IDIOPATHIC  HEART  BLOCK 


Twelve  lead  electrocardiogram  recorded  from  our  pa- 
tient, showing  marked  first  degree  atrioventricular  block. 
The  P-R  interval  is  0.41  second.  The  QRS  complexes  and 
T waves  are  normal. 


D.D  ■ 33  F.  IDIOPATHIC  HEART  BLOCK 


Timed  Frank  vectorcardiograms  demonstrate  first  degree 
atrioventricular  block.  There  are  no  abnormalities  of  the 
P.QRS,  QRS  or  T loops.  (FP  = frontal  plane,  SP  = sagi- 
tal  plane,  HP  ==  horizontal  plane) 
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a Number  5 USCI  bipolar  catheter.  The  tech- 
nique employed  in  our  laboratory  is  essentially 
that  which  has  been  described  by  Scherlag  et 
al.1  The  routine  His  bundle  electrogram  has 
three  deflections,  namely  A,  H and  V.  They  rep- 
resent the  atrial,  His  bundle  and  ventricular 
electrograms  respectively.  The  interval  between 
the  atrial  and  His  deflection  (A-H)  represents 
conduction  through  the  A-V  node.3  The  interval 
between  the  His  and  ventricular  deflection  rep- 
resents the  His-Purkinje  conduction  time  (H-V).2 
Normal  values  for  these  intervals  in  our  labora- 
tory are  A-H:50  to  130  milliseconds  (msec.)  and 
H-V:35  to  55  msec.  The  duration  of  the  normal 
His  bundle  deflection  is  15  to  20  msec.6 

During  sinus  rhythm  at  a heart  rate  of  78/ 
min.  two  His  bundle  deflections  were  recorded, 
H and  H.1  The  H deflection  had  a prolonged 
duration  of  35  msec.;  the  H1  deflection  followed 
H by  240  msec,  and  had  a normal  duration  of 
15  msec.  The  A-H  and  H‘-V  intervals  were  100 
and  35  msec,  respectively  (Figure  3). 


Figure  3 

Simultaneous  His  bundle  electrogram  (IIBE)  and  elec- 
trocardiographic leads  I,  II  and  III  recorded  in  the 
patient.  Note  the  two  His  bundle  deflections  (II  and  H') 
inscribed  between  the  atrial  (A)  and  ventricular  (V)  de- 
flections. The  measured  A-H,  H-H1,  H3-V  and  P-R  inter- 
vals are  shown. 

Right  atrial  pacing  was  performed  with  a 
Zucker  bipolar  catheter  which  was  introduced 
into  a medial  antecubital  vein  and  connected  to 
the  output  of  a Cordis  Synchrocor  II  pacemaker. 
At  driving  rates  of  80/min.  and  greater  the  pa- 
tient developed  a second  degree  atrioventricular 
block  (Mobitz  type  II  block)  distal  to  H with 
probable  A-V  junctional  escape  beats.  The  H-H1 
and  H-V  conduction  times  remained  constant 
during  intact  atrioventricular  conduction.  The 
A-H  time  preceding  the  blocked  H was  identical 
to  that  seen  during  atrioventricular  conduction 
(Figure  4). 


Simultaneous  His  bundle  electrogram  and  leads  I,  II  and 
III  of  the  electrocardiogram  recorded  from  the  patient 
during  right  atrial  pacing.  The  second  pacing  impulse 
(PI)  is  followed  by  a II  but  H1  is  absent.  The  blocked 
supraventricular  impulse  is  followed  by  a pause,  a paced 
atrial  complex  and  an  A-V  junctional  escape  beat  (JE). 


DISCUSSION 

His  bundle  electrography  has  proven  to  be  of 
clinical  value  in  the  assessment  of  heart  block.7 
In  general,  atrioventricular  block  has  been  clas- 
sified as  being  located  above  or  below  the  bun- 
dle of  His.  Unusual  conduction  blocks  based  on 
delayed  conduction  within  the  main  bundle  of 
His  have  been  produced  experimentally8  and 
such  His  bundle  lesions  in  experimental  animals 
result  in  the  electrographic  recording  of  two 
His  (H)  deflections.8  Narula  utilized  the  term 
“split  His”  to  describe  double  H deflections  (H 
and  H1 ) noted  in  some  human  subjects  with 
first,  second  and  third  degree  atrioventricular 
conduction  disturbances  based  on  His  bundle 
block.2' 3 Recently,  Schuilenburg  and  Durrer4 
demonstrated  similar  types  of  block  within  the 
His  bundle.  Table  1 summarizes  the  available 
electrocardiographic  and  clinical  data  from  eight 
other  previously  reported  patients  with  docu- 
mented “split  His.”  It  is  noteworthy  that  normal 
A-H  (A-V  nodal)  and  H'-V  (His-Purkinje)  con- 
duction times  have  been  present  in  all  such  cases 
where  these  intervals  have  been  reported. 

The  H and  H1  potentials  described  here  are 
comparable  with  “split  His”  deflections  noted 
in  these  other  cases  and  support  a conduction 
abnormality  localized  at  the  His  bundle.  Pro- 
longation of  the  first  His  deflection  (H),  as  seen 
in  our  case,  also  suggested  His  bundle  conduc- 
tion delay.2  However,  slowly  inscribed  electro- 
graphic deflections  with  slurred  upstrokes  fol- 
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TABLE  1 


REPORTED  CASES  OF  "SPLIT  HIS 


AGE 
( YRS . ) 

SEX  RHYTHM 

P-R 

INTERVAL 

(MSEC.) 

QRS 

A-H 

INTERVAL 
(MSEC. ) 

H-H1 

INTERVAL 
(MSEC. ) 

H1-V 
INTERVAL 
(MSEC. ) 

SYMPTOM 

SCHUILENBERG 

27 

M 

SR 

220 

RBBB 

100 

90 

30 

-- 

ET  AL.4 

2 : 1 AVB 

78 

M 

CHB 

— 

NORMAL 

125 

— 

45 

SYNCOPE 

82 

M 

CHB 

— 

RBBB 

95 

— 

45 

SYNCOPE 

NARULA 

73 

F 

Mil 

200 

NORMAL 

80 

30 

35 

SYNCOPE 

ET  AL.3 

CHB 

84 

M 

SR 

170 

NORMAL 

70 

30 

40 

DIZZINE! 

MI 

GUPTA 

— 

— 

Mil 

-- 

NORMAL 

— 

— 

— 

-- 

ET  AL. 5 

-- 

— 

CHB 

— 

NORMAL 

— 

— 

— 

— 

— 

— 

CHB 

— 

NORMAL 

— 

— 

— 

-- 

BENCHIMOL 

33 

F 

SR 

410 

NORMAL 

100 

240 

35 

SYNCOPE 

ET  AL. 

1 AVB 

M = male,  F = 

female , 

, SR  = 

sinus  rhythm 

, AVB  = atrioventricular  block, 

CHB  = complete  heart 

block , 

MI  = Mobitz  I 

block , 

Mil  = 

Mobitz  II  block.  Msec, 

. = millisecond. 

lowing  atrial  depolarizations  have  been  recorded 
in  man  by  Damato  et  al,6  and  are  thought  to  rep- 
resent A-V  nodal  (N)  potentials.  It  is  possible 
that  the  initial  H complex  described  here  did 
represent  a higher  A-V  junctional  complex,  but 
this  would  not  alter  diagnostic  localization  of 
the  conduction  disturbance  to  the  region  of  the 
His  bundle,  distal  to  the  A-V  node. 

To  our  knowledge,  this  is  the  first  description 
of  a His  bundle  block  manifested  clinically  as 
first  degree  atrioventricular  block  on  the  surface 
electrocardiogram  in  the  presence  of  normal 
QRS  complexes.  The  pathologic  basis  of  the 
“split  His”  abnormality  is  currently  unknown. 
Schuilenberg  and  Durrer4  described  cardiac  dex- 
troposition and  dextrorotation  in  one  of  their 
cases  and  speculated  that  the  His  disturbance 
might  have  a congenital  origin.  Four  other  sub- 
jects with  “split  His”  abnormalities  were  over 
70  years  in  age  and  it  is  possible  that  the  same 
degenerative  process  which  results  in  bilateral 
bundle  branch  block9  might  also  affect  the  bun- 
dle of  His  in  a similar  fashion. 

Syncope  secondary  to  complete  heart  block 
and  slow  ventricular  rates  have  been  noted  in 
three  patients  with  “split  His”  abnormalities,  in- 
dicating the  potentially  malignant  nature  of  this 
disease.3' 4 It  is  conceivable  that  the  syncope  ex- 
perienced by  the  patient  described  here  was  due 
to  intermittent  second  or  third  degree  atrioven- 


tricular block  based  on  the  His  conduction  dis- 
turbance. At  the  present  time  it  is  difficult  to 
assign  a prognosis  in  younger  patients  with  His 
bundle  block  owing  to  the  scarcity  of  reported 
cases.  It  is,  however,  clear  that  careful  follow- 
up of  such  subjects  is  necessary,  in  the  event 
that  more  advanced  degrees  of  atrioventricular 
block  develop.  It  is  suggested  that  patients  with 
naturally  occurring  unexplained  first  degree 
heart  block  and  a history  of  syncope  be  studied 
with  His  bundle  electrography  in  order  to  fur- 
ther characterize  this  abnormality. 
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NEPHROGENIC  DIABETES  INSIPIDUS  SECONDARY  TO  DECLOMYCIN 

E.  EUGENE  MILLER,  M.D. 

THEODORE  A.  PALO,  M.D. 

Latrogenic  disease  may  be  manifest  in  many 
ways.  This  article  depicts  the  subtle  nature  with 
which  it  may  occur  and  warns  the  physician  that 
long-term  medication  requires  careful  monitor- 


ing. 

ABSTRACT 

Acquired  nephrogenic  diabetes  insipidus  has 
been  reported  as  an  unusual  manifestation  of 
prolonged  demethylchlortetracycline  ( Declomy- 
cin)  administration.  There  have  been  three  pre- 
viously reported  cases  in  the  literature,  and  two 
additional  cases  are  detailed  in  this  paper.  The 
mode  of  action  of  tetracycline  is  reviewed  and 
a possible  mechanism  by  which  Declomycin 
causes  nephrogenic  diabetes  insipidus  is  present- 
ed. It  is  postulated  that  there  is  a protein  re- 
ceptor in  the  distal  renal  tubule  necessary  for 
the  action  of  antidiuretic  hormone  and  that 
Declomycin  inhibits  the  synthesis  of  this  protein. 

Acquired  nephrogenic  diabetes  insipidus  has 
been  reported  as  an  unusual  manifestation  of 
prolonged  Declomycin  ( demethylchlortetracy- 
cline) administration.  There  has  been  three  pre- 
viously reported  cases  in  the  literature1' 2’ 3 and 
two  additional  cases  are  detailed  in  this  paper. 

Formerly  with  Dept,  of  Medicine,  Good  Samaritan  Hospital, 
(Dr.  Miller)  now  at  Central  Colorado  Medical  Assoc.,  2217  E. 
Platte  Ave.,  Colorado  Springs,  Co  80909,  reprint  request  to  this 
address.  Dr.  Palo,  Dept,  of  Medicine  Henry  Ford  Hospital,  De- 
roit,  Michigan. 


On  the  basis  of  the  laboratory  evaluation  of  these 
patients,  which  included  renal  biopsy  in  one  case, 
a pathophysiologic  mechanism  for  this  unique 
entity  is  postulated. 

CASE  PRESENTATIONS 
Case  1.  G.  M.,  a 56-year-old  black  housewife 
whose  medical  history  included  recurrent  left 
lower  lobe  pneumonia  for  the  previous  ten  years, 
underwent  a left  lower  lobectomy  in  March  1970 
for  bronchiectasis.  Postoperatively  the  patient  did 
well  until  December  1970  when  she  was  seen  in 
the  Infectious  Disease  Clinic  at  Henry  Ford 
Hospital  with  symptoms  of  mild  cough  and  spu- 
tum production.  At  that  time  long  term  prophy- 
laxis against  pneumonococcal  pneumonia  was  in- 
stituted with  Declomycin  300  mg.  BID.  The 
patient  was  next  seen  eight  weeks  later  in  Feb- 
ruary 1971  when  she  presented  with  a four-week 
history  of  gradually  increasing  polyuria  and 
polydipsia.  At  the  time  of  admission  she  was 
drinking  8-10  quarts  of  water  a day,  nocturia  was 
present  4-5  times,  and  she  was  unable  to  sleep 
because  of  a near  constant  need  to  drink  water. 
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There  was  no  previous  personal  or  family  history 
of  kidney  disease  or  diabetes  mellitus. 

Physical  examination  on  admission  was  unre- 
markable except  for  mild  obesity.  Initial  labora- 
tory data  including  Hgb,  Hct,  WBC,  serum  elec- 
trolytes, calcium,  phosphorus,  BUN,  creatinine 
and  FBI  were  normal.  Urinalysis  revealed  spe- 
cific gravity  of  1.005;  pPI5;  albumin  and  glucose 
were  negative;  3-4  WBC  and  1-2  BBC.  Urine 
culture  was  negative.  The  creatinine  clearance 
was  96  ml/min.  Skull  X-rays  revealed  a normal 
sella  turcica.  Fasting  blood  sugar  was  normal. 
Declomyein  was  continued  in  the  hospital. 

The  patient  was  fasted  overnight  and  urine 
specific  gravities,  urine  osmolalities  and  serum 
osmolalities  were  obtained  in  a serial  fashion. 
Urine  specific  gravities  were  never  above  1.006. 
Osmolalities  are  presented  in  Table  1.  Since 


Date 

Table  1 

Baseline  Osmolalities  in  Case  l.“ 
Serum 

Urine 

2/18 

312 

296 

2/19 

307 

220 

2/20 

300 

243 

2/26 

Stop  Declomyein 

3/3 

288 

321 

3/5 

309 

389 

“Reported  in  mOsm/kg  H20;  normal  serum  osmolality 
= 280-290  mOsm/kg 


there  were  persistently  high  serum  osmolalities 
associated  with  abnormally  low  urine  osmolali- 
ties, it  was  felt  that  this  represented  a case  of 
true  diabetes  insipidus  and  not  a case  of  com- 
pulsive water  drinking.  Initially,  a vasopressin 
stimulation  test  with  Pitressin  Tannate  in  oil, 
5 units,  was  given  intramuscularly.  No  response 
was  seen  and  an  intravenous  infusion  of  vaso- 
pressin (ADH,  antidiuretic  hormone)  was  given 
(Table  2).  Again  no  response  was  achieved  and 
a diagnosis  of  nephrogenic  diabetes  insipidus 
was  made.  A renal  biopsy  was  then  obtained. 
Biopsy  report,  based  on  light  microscopy,  indi- 
cated normal  kidney  tissue  without  evidence  of 
tubular  or  glomerular  damage. 

On  the  eighth  hospital  day,  Declomyein  was 
discontinued.  Within  24  hours  the  patient  notic- 


Table  2 

Case  1:  Intravenous  vasopressin  stimulation  test 
while  taking  Declomyein 

Time  Urine  Serum  Osmolality 

(min)  cc/min  sp.gr.  (mOsm/kg  H O) 

0 3.0  1.006  316 

Water  load  with  2000  cc  H20 
40  7.5  1.004 

70  10.0  1.002 

80  Vasopressin  5mU/min  x 60  min 

95  8.0  1.004 

125  6.0  1.007 

170  6.0  1.009  300 


ed  lessening  of  her  thirst  and  polyuria.  Urine 
and  serum  osmolalities  and  urine  specific  gravi- 
ties improved.  Five  days  after  stopping  the  Dec- 
lomycin,  a repeat  vasopressin  stimulation  test 
was  performed.  There  was  significant  improve- 
ment in  renal  concentrating  ability  but  some 
impairment  persisted  (Table  3).  Another  vaso- 


Table  3 

Case  1:  Intravenous  vasopressin  stimulation  test 
5 days  after  stopping  Declomyein 


Time 

Urine 

Serum 

Osmolality 

(min) 

cc/min 

sp.  gr.  (mOsm/kg  11,0) 

0 

1.012 

309 

Water  load  with 

2000  cc  H.O 

45 

10.0 

1.004 

75 

9,5 

1.002 

105 

8.0 

1.002 

Vasopressin  5mU/min  x 60  min 

120 

3.3 

1.007 

135 

2,3 

1.008 

165 

0.8 

1.014 

292 

pressin  stimulation  test  performed  25  days  after 
stopping  the  drug  showed  continued  improve- 
ment in  concentrating  ability  although  some 
impairment  again  persisted.  The  patient  at  that 
time  was  asymptomatic.  Six  weeks  after  cessa- 
tion of  Declomyein,  a third  stimulation  test  was 
performed  (Table  4).  Urine  osmolality  at  that 
time  was  740  mosm/kg  indicating  normal  con- 
centrating ability. 

Table  4 

Case  1:  Intravenous  vasopressin  stimulation  test 
6 weeks  after  stopping  Declomyein 
Time  Urine  Serum  Osmolality 

(min)  cc/min  sp.gr.  (mOsm/kg  14 .0) 

0 1.020  274 

Water  load  with  2000  cc  HzO 
70  12.0  1.005 

85  11.4  1.003 

115  10.0  1.001 

145  11.4  1.001 

165  Vasopressin  5mU/min  x 60  min 
185  4.0  1.003 

220  1.4  1.013 

235  1,3  1.020  271 

Case  2.  H.  N.,  a 38-year-old  white  female,  was 
seen  in  the  Infectious  Disease  Clinic  at  Henry 
Ford  Hospital  during  the  time  of  post  hospital- 
ization followup  of  Case  1.  This  patient  had  a 
history  of  chronic  bronchitis  and  had  been  on 
Declomyein  prophylaxis  300  mg.  BID  for  4 
months.  Approximately  three  weeks  prior  to  the 
clinic  visit,  she  developed  polyuria,  followed  by 
polydipsia  and  headache.  She  had  a craving  for 
ice  water  and  was  ingesting  approximately  8 
quarts  of  fluid  a day.  The  patient  was  studied 
as  an  outpatient.  Past  history,  family  history  and 
physical  examination  were  negative.  Urinalysis, 
fasting  blood  sugar,  calcium,  phosphorus  and 
skull  X-rays  were  all  completely  normal.  A vaso- 
pressin infusion  test  was  performed  while  the 
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patient  was  still  on  Deelomycin  (Table  5).  Urine 
specific  gravities  after  overnight  fast  and  after 
vasopressin  were  both  1.013.  It  was  felt  that  the 
patient  had  a partial  impairment  of  renal  con- 
centrating ability.  The  patient  refused  further 


Table  5 

Case  2:  Intravenous  vasopressin  stimulation  test 
while  taking  Deelomycin 


Time 

Urine 

Serum 

Osmolality 

[min) 

cc/min 

sp.  gr.  (mOsm/kg  ILO) 

0 

1.013 

303 

Water  load  with 

o 

< 

O 

o 

o 

o 

0 

01 

30 

5.3 

1.005 

45 

9.7 

1.002 

75 

7.0 

1.001 

90 

Vasopressin  5mU/min  x 60  min 

125 

15.5 

1.001 

140 

2.0 

1.011 

165 

1.3 

1.013 

285 

vasopressin  tests  after  discontinuing  Deelomy- 
cin, but  subsequent  serum  and  urine  osmolalities 
were  done  which  indicated  return  of  function  to 
normal  within  two  weeks  of  stopping  the  drug 
(Table  6).  The  patient  was  asymptomatic  at 
that  time. 

Table  6 

Case  2:  Summary  of  osmolalities  after 
overnight  dehydration  (mOsm/kg  HUO) 

Serum  Urine 

On  Deelomycin  292  378 

Off  Deelomycin 

for  2 weeks  285  550 

DISCUSSION 

The  clinical  presentation  of  the  patients  in  the 
three  previous  reports  of  nephrogenic  diabetes 
insipidus  from  Deelomycin  was  similar  to  the 
patients  presented  in  this  paper.  Photosensitivity, 
a concomitant  feature  in  two  of  the  prior  cases, 
was  not  present  in  the  current  two  cases.  This 
could  be  explained  by  the  fact  that  the  current 
eases  occurred  during  the  winter  when  sunlight 
was  at  a minimum.  There  was  complete  recov- 
ery within  six  weeks  of  stopping  therapy  in  case 
1,  with  partial  return  of  function  within  five 
days  of  discontinuing  Deelomycin.  Case  2 dis- 
played partial  impairment  of  concentrating  abil- 
ity with  complete  recovery  within  two  weeks. 

A renal  biopsy  was  obtained  in  the  first  case 
because  no  biopsy  had  been  performed  in  the 
previous  studies.  It  was  hoped  that,  if  a renal 
tubular  defect  were  discovered,  a mechanism 
of  action  of  the  Deelomycin  might  be  evident. 
Light  microscopy,  however,  showed  no  such  de- 
fect and  further  speculation  about  the  patho- 
physiology of  this  disorder  subsequently  ensued. 

Outdated  tetracycline  is  well  known  to  be  one 
of  the  causes  of  the  Fanconi  Syndrome,  manifest 
by  glycosuria,  aminoaciduria,  and  phosphaturia.4 


The  Fanconi  Syndrome  was  ruled  out  in  the 
present  study  because  the  patients  did  not  re- 
ceive outdated  medication  and  vasopressin  re- 
sistance is  not  a feature  of  the  Fanconi  Syn- 
drome. 

Mees5  reported  two  cases  of  amyloidosis  pre- 
senting as  a water  losing  syndrome.  Amyloid 
deposition  impaired  diffusion  of  water  out  of  the 
renal  tubules.  Amyloidosis  was  ruled  out  in  the 
present  study  by  the  lack  of  proteinuria,  a nor- 
mal kidney  biopsy  in  case  1,  and  the  fact  that 
both  patients  completely  recovered. 

A conceivable  mechanism  of  action  is  the  direct 
inhibition  of  antidiuretic  hormone  by  Deelomy- 
cin. Direct  inhibition  has  indeed  been  reported 
experimentally  using  various  agents,6  including 
Prostaglandin  E.7  It  has  also  been  reported  clin- 
ically as  a side  effect  of  lithium  carbonate  thera- 
py in  the  manic  depressive  patient.8, 9 Several 
aspects  of  the  Deelomycin  induced  defect,  how- 
ever, cannot  be  explained  by  direct  inhibition. 
If  Deelomycin  acted  by  direct  inhibition,  one 
would  expect  to  see  the  adverse  effects  during 
the  shorter,  more  usual  courses  of  therapy  last- 
ing 7-10  days.  Instead,  the  renal  concentrating 
defect  has  been  described  only  with  prolonged 
therapy  lasting  weeks  to  months.  Also,  one  would 
expect  complete  recovery  to  occur  much  more 
rapidly  than  has  been  reported  after  discontin- 
uing Deelomycin.  Theoretically,  one  would  ex- 
pect complete  recovery  by  the  time  all  Declo- 
mvcin  were  excreted,  or  certainly  within  a mat- 
ter of  a few  days.  A pathophysiologic  mechanism 
other  than  competitive  inhibition  therefore  ap- 
pears likely. 

Shils10, 11  has  done  extensive  study  of  the 
metabolic  effects  of  tetracycline  on  renal  func- 
tion. He  has  shown  increased  excretion  of  nitro- 
gen in  the  urine  with  subsequent  negative  nitro- 
gen balance.  He  postulated  that  since  tetracy- 
cline inhibits  protein  synthesis  in  bacteria,  it 
may  also  inhibit  protein  synthesizing  enzymes 
in  man  resulting  in  nitrogen  loss  in  the  urine. 
It  seems  reasonable,  on  the  basis  of  Shils’  find- 
ings, to  postulate  that  Deelomycin  therapy  re- 
sults in  the  depletion  of  a protein  which  is  nec- 
essary for  the  action  of  antidiuretic  hormone.  If 
a protein  were  depleted  by  inhibiting  an  en- 
zyme necessary  for  its  synthesis  it  could  take 
weeks  to  deplete  enough  protein  to  produce 
clinical  nephrogenic  diabetes  insipidus.  Like- 
wise, it  could  take  weeks  to  replenish  this  pro- 
tein and  return  concentrating  ability  to  normal. 
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Prolonged  therapy  would  allow  sufficient  time 
for  complete  protein  depletion  and  thus  develop- 
ment of  the  clinical  syndrome.  The  shorter  more 
conventional  courses  of  treatment  could  result 
in  a lesser  degree  of  protein  depletion  and  a 
subclinical  state  of  impaired  renal  concentrating 
ability. 

A study  by  Roth,  et  al12  supports  the  above 
idea.  A prospective  study  of  six  patients  placed 
on  Declomycin  for  periods  of  21  to  56  days 
showed  laboratory  evidence  of  decreased  renal 
concentrating  ability  in  two  patients.  However, 
neither  developed  clinical  diabetes  insipidus. 
Renal  function  returned  to  normal  approximate- 
ly three  to  four  weeks  after  stopping  the  drug. 

Orloff  and  Handler13, 14  have  done  extensive 
work  on  the  mechanism  of  action  of  antidiuretic 
hormone  in  the  distal  renal  tubule.  Their  studies 
suggested  that  antidiuretic  hormone,  once  inside 
the  renal  cell,  acts  with  adenyl  cyclase  to  con- 
vert ATP  to  cyclic  35  AMP  which  is  probably 
the  mediator  of  antidiuretic  activity.  These  auth- 
ors also  postulate  the  presence  of  a receptor  on 
the  cell  membrance  of  the  distal  tubule  which 
is  necessary  for  transferring  the  ADH  molecule 
into  the  cell  where  it  could  react  with  adenyl 
cyclase.  It  seems  probable  that  this  receptor  is 
a protein,  the  synthesis  of  which  could  be  in- 
hibited by  Declomycin.  Since  this  protein  re- 
ceptor would  also  be  unique  to  the  renal  tubular 
cell,  this  would  explain  the  very  localized  effect 
of  Declomycin.  Short  term  courses  of  the  drug 
could  result  in  partial  depletion  of  the  protein 
receptor  and  thus  subclinical  impairment  of  ADH 
activity.  Prolonged  administration  would  result 
in  more  severe  depletion  of  the  protein,  more 
severe  impairment  of  renal  concentrating  ability, 
and  would  increase  the  risk  of  developing  clin- 
ical nephrogenic  diabetes  insipidus. 

These  two  patients  with  nephrogenic  diabetes 
insipidus  were  encountered  at  nearly  the  same 
time.  Perhaps  this  affect  of  Declomycin  is  more 
widespread  than  presently  appreciated.  Pro- 
longed use  of  Declomycin,  especially  as  a pro- 
phylactic agent,  needs  to  be  reassessed.  Further 
studies  involving  a large  population  will  be 
necessary  to  determine  if  all  patients  on  prolong- 
ed therapy  eventually  develop  this  defect  or 
whether  individual  susceptibility  is  yet  another 
factor. 

SUMMARY 

Two  patients  with  acquired  nephrogenic  dia- 
betes insipidus  arising  from  prolonged  adminis- 


tration of  Declomycin  are  presented.  The  mode 
of  action  of  tetracyclines  is  reviewed  and  a pos- 
sible mechanism  of  action  of  antidiuretic  hor- 
mone in  the  distal  tubule  is  presented.  Correla- 
tion of  facts  derived  from  this  review  and  the 
present  two  cases  suggests  the  following: 

1.  There  is  a protein  receptor  in  the  distal 
renal  tubule  necessary  for  the  action  of 
antidiuretic  hormone. 

2.  Declomycin  inhibits  synthesis  of  this  pro- 
tein receptor. 

3.  The  presence  of  clinical  disease  as  manifest- 
ed by  nephrogenic  diabetes  insipidus  de- 
pends on  the  duration  of  Declomycin  thera- 
py and  thus  the  degree  of  depletion  of  the 
protein  receptor. 

4.  The  presence  of  nephrogenic  diabetes  in- 
sipidus secondary  to  Declomycin  may  be 
more  common  than  previously  appreciated 
and  the  clinical  use  of  this  drug  should  be 
given  closer  scrutiny. 

GENERIC  AND  TRADE  NAMES 
OF  DRUGS  USED 

Demethylchlortetracycline : Declomycin 

Vasopressin:  Pitressin  Tannate 
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T.A.P.  (TRUSTEE,  ADMINISTRATOR,  PHYSICIAN)  INSTITUTES 


The  Joint  Commission  on  Accreditation  of 
Hospitals  is  conducting  a series  of  conferences 
in  the  United  States  regarding  the  efficiency 
of  patient  care  evaluation  measures.  The 
JCAH  system  and  procedures  for  conducting 
the  patient  care  evaluation  function  of  the  med- 
ical staff  are  the  major  subjects  of  the  T.A.P. 
Institutes,  and  of  Medical  Audit  Team  Seminar 
for  clinicians  and  medical  record  personnel.  The 
recent  Institute  in  Phoenix  was  attended  by 
over  three  hundred  individuals  with  a fairly 
even  mix  of  Ts,  As  and  Ps. 

It  was  apparent  that  the  JCAH  considers  that 
the  critical  requirements  of  an  acceptable  med- 
ical care  evaluation  system  are  that:  (1)  it  must 
be  objective,  stable  and  not  capricious.  Criteria 
must  be  established  by  measuring  devices,  (2) 
it  must  be  efficient,  specifically  in  terms  of  phy- 
sician time.  Non-medical  personnel  must  be  util- 
ized for  the  time  consuming  tasks  which  do  not 
themselves  require  clinical  judgment,  (3)  it 
must  be  documented,  with  all  critical  decisions 
in  writing  and  signed  by  the  responsible  person, 
(4)  it  must  be  clinically  sound,  (5)  it  must  be 


flexible.  There  must  be  allowances  for  variation 
from  criteria  for  good  cause,  which  is  shown 
in  the  record,  and  (6)  the  system  must  be  action- 
oriented.  There  must  be  a logical  action  result- 
ing, suited  to  the  need,  whether  this  be  edu- 
cation, counselling,  policy  amendment,  sanctions 
or  intervention.  The  foregoing  paragraph  is  para- 
phrased from  John  D.  Porterfield,  M.D.,  Direc- 
tor of  the  Joint  Commission  on  Accreditation  of 
Hospitals. 

In  light  of  current  trends  for  PSRO  (Profes- 
sional Service  Review  Organization)  involvement 
in  developing  norms  of  care  and  audits  even- 
tually by  non-physicians  with  what  will  have 
to  be  catastrophic  results,  it  would  appear  that 
the  best  defense  for  physicians  in  this  regard  is 
threefold:  (1)  make  the  JCAH  system  work  in 
our  hospitals,  (2)  increase  the  numbers  of  Foun- 
dations for  Medical  Care  with  their  related 
functions,  and  (3)  point  out  to  all  who  will 
listen  the  hazards  to  the  public,  the  profession, 
and  to  the  national  budget  if  PSRO  legislation 
is  allowed  to  be  activated. 

John  R.  Green,  M.D. 
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PHASE  IV 

THE  FOLLOWING  IS  THE  STATEMENT  FILED  WITH  THE 
COST  OF  LIVING  COUNCIL  ON  BEHALF  OF  ARIZONA  PHYSICIANS 


The  Board  of  Directors  of  this  Association  in 
meeting  November  25,  1973,  reviewed  in  depth 
the  Cost  of  Living  Council’s  Proposed  Rules  for 
Health  Care  as  published  November  7,  1973. 

We  are  in  complete  support  of  the  petition 
filed  by  the  American  Medical  Association  on 
November  16,  1973,  and  hereby  request  exemp- 
tion from  Price  Control  Regulations  on  behalf  of 
the  physicians  of  Arizona. 

We  submit  that  physicians  have  incurred  gross 
hardships  and  inequities  as  a result  of  the  con- 
tinuation of  the  percentage  limitations  on  fee 
increases  and  the  profit  margin  limitation,  which 
were  first  imposed  during  Phase  II  of  the  Eco- 
nomic Stabilization  regulations.  Our  conclusions 
are  equally  applicable  to  the  proposed  regula- 
tions which  are  applicable  to  medical  practition- 
ers. 

Gross  hardships  and  inequities  have  resulted, 
and  will  result  under  the  proposed  regulations, 
for  a number  of  reasons,  namely,  ( 1 ) the  discrim- 
ination against  physicians,  particularly  the  dis- 
crimination against  self-employed  physicians  not 
imposed  on  other  self-employed  persons,  (2)  the 
discrimination  against  physicians  resulting  from 
denial  of  the  small  business  exemption  from  price 
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controls,  and  (3)  the  administrative  burdens  and 
costs  of  compliance,  which  in  the  case  of  nu- 
merous practitioners  and  small  firms,  are  un- 
justifiably onerous. 

We  will  address  each  of  these  factors  in  turn. 
1.  PRICE  CONTROLS  HAVE  SEVERELY 
DISCRIMINATED  AGAINST  PHYSICIANS. 

A.  Physicians  Were  Unjustifiably  Discrimin- 
ated Against  During  Phase  II  to  Date. 

Despite  the  fact  that  the  rate  of  increase  in 
were  not  out  of  harmony  with  the  balance  of 
the  economy,  the  CLC  immediately  undertook 
to  impose  harsh  rules  on  physicians  during  Phase 
II  by  limiting  annual  fee  increases  to  2.5% 

Despite  the  fact  that  the  rate  of  increase  in 
hospital  charges  rather  than  the  increase  in  phy- 
sicians’ fees  was  the  principal  reason  for  the 
rising  costs  of  health  care,  the  response  of  the 
CLC  in  Phase  II  was  more  onerous  for  physi- 
cians than  for  the  balance  of  the  economy. 
The  Phase  II  regulations  permitted  cost  justi- 
fied price  increases  by  hospitals  up  to  6%  per 
annum,  while  physicians  and  other  non-institu- 
tional  providers  were  limited  to  fee  increases  of 
only  2.5%  per  annum.  These  discriminatory  rules 
have  persisted  into  Phase  IV,  even  though  wages 
in  other  industries  have  been  freed  from  the 
burdens  of  mandatory  controls  and  price  infla- 


tion is  increasing  at  an  accelerating  rate.  As  a 
consequence,  rates  of  increase  of  hospital  charges 
for  a one-day  stay  have  only  been  reduced  to 
12%  during  1971  and  10%  during  1972  and 
thereafter,  or  well  above  the  6%  mandatory  limit, 
and  wage  increases  approximated  6.5%  in  1971, 
6.4%  in  1972,  and  6.3%  in  1973  annualized. 

Moreover,  during  Phases  II,  III,  and  IV,  busi- 
nesses were  permitted  to  raise  prices  with  cost 
justification  without  limitation  (other  than  the 
general  profit  margin  standard  equally  applic- 
able to  physicians).  Although  for  a brief  period 
certain  food  and  petroleum  firms  were  required 
to  absorb  certain  cost  increases,  there  is  currently 
no  industry  other  than  health  that  is  subject  to 
such  drastic  limitations.  In  addition,  the  CLC 
permitted  wage  increases  for  other  groups  at 
annual  levels  from  6.2%  and  above,  (including 
fringe  benefits). 

These  discriminatory  rules  had  the  following 
consequences:  First,  sole  practitioners  and  part- 
ners, accounting  for  81%  of  direct  patient  care 
physicians,  could  not  achieve  a comparable  5.5% 
increase  in  their  income  because  unlike  the  em- 
ployee on  a salary,  these  physicians  do  not  re- 
ceive a salary.  In  addition,  many  physicians 
could  not  even  increase  fees  to  pass  on  cost  in- 
creases because  of  the  2.5%  limit  on  fee  increases 
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and  the  profit  margin  limitations.  Second,  the  re- 
maining 19%  of  physicians  who  were  employees 
of  professional  corporations  were  limited  to  in- 
creases in  their  salaries  of  5.5%  annually  (plus 
.7%  fringe  benefit  increases)  but  were  in  many 
eases  unable  to  increase  fees  to  pay  the  salary 
increases  because  of  the  profit  margin  limita- 
tion or  the  2.5%  limit. 

In  contrast,  many  physicians  are  employed  by 
institutional  providers  either  on  a full  time  or 
part  time  basis  and  render  a large  number  of 
the  services  rendered  by  private  practitioners. 
These  employed  physicians  may  receive  increase 
in  their  base  compensation  of  6.2%,  whereas  some 
physicians  in  private  practice  may  not  achieve 
an  equal  increase  in  net  income  due  to  the  more 
restrictive  limitations  on  fee  increases.  Phyis- 
cians  in  government  employ  have  received  even 
greater  increases.  For  example,  a physician  on 
the  Health,  Education  and  Welfare  staff  at  Grade 
15  of  the  General  Schedule  received  a 6.0%  in- 
crease on  January  1,  1971,  5.5%  on  January  1, 
1972,  and  a further  increase  during  the  latter 
part  of  1973,  plus  annual  longevity  step  increases 
of  approximately  3.3%,  resulting  in  annual  in- 
creases well  over  8.0%.  Similarly,  the  minimum 
salary  of  senior  grade  physicians  in  the  Depart- 
ment of  Medicine  and  Surgery  in  the  Veterans 
Administration  increased  by  6.0%  on  January  1, 
1971,  5.5%  on  January  1,  1972,  and  5.1%  pur- 
suant to  the  recently  enacted  Veterans  Health 
Care  Act,  P.L.  93-82.  These  figures  do  not  in- 
clude typical  annual  longevity  increases.  In  view 
of  the  greater  risks  and  costs  assumed  by  physi- 
cians in  practice,  it  is  clear  that  they  have  been 
severely  prejudiced  as  compared  to  similar  phy- 
sicians employed  by  hospitals  or  government. 

These  disparities  in  treatment  were  magnified 
during  Phase  III,  commencing  January  11,  1973, 
when  wages  generally  were  permitted  to  rise  to 
an  extent  not  unreasonably  inconsistent  with  the 
general  6.2%  wage  and  fringe  benefit  increase 
standard  without  any  comparable  amelioration 
for  physicians.  Increases  determined  to  be  un- 
reasonably inconsistent  are  subject  to  prospec- 
tive rollback,  but  only  after  a final  determina- 
tion by  the  CLC  after  challenge  and  hearing. 
In  practice,  this  vague  standards  has  not  deter- 
red substantial  wage  increases.  Wage  and  salary 
increases  of  up  to  8%  have  met  few,  if  any,  chal- 
lenges. Even  in  those  cases  of  larger  increases  of 
up  to  15%  where  the  CLC  has  issued  a chal- 
lenge, the  increases  have  continued  to  be  paid 


over  many  months  until  the  date  of  a final  deter- 
mination. On  the  average,  hourly  earnings  for 
non-agricultural  payrolls  increased  by  6.8%  in 
the  year  ended  August  1973.  Increases  of  this 
magnitude  were  not  limited  to  blue  collar  work- 
ers. Several  surveys  of  executive  pay  concluded 
that  the  increases  in  that  sector  exceeded  7%  dur- 
ing calendar  1972.  In  each  of  five  industries 
total  compensation  paid  to  chief  executives  in- 
creased by  over  25%  in  1972. 

In  short,  for  the  entire  period  of  controls  com- 
mencing with  Phase  II,  wages  have  increased  at 
an  annual  rate  of  6.8%  whereas  physician’s  fees 
were  limited  to  annual  increases  of  2.5%. 

B.  The  Proposed  Phase  IV  Regulations  Will 
Continue  the  Unjustified  Discrimination  Against 
Physicians. 

On  November  7,  1973,  the  CLC  proposed  new 
price  rules  for  medical  practitioners  to  be  effec- 
tive on  January  1,  1974.  The  essential  features 
of  these  proposed  regulations  are  as  follows: 
Physicians  may  increase  their  fees  by  4%  annu- 
ally without  the  necessity  of  cost  justification 
provided  that  they  do  not  thereby  exceed  their 
base  period  profit  margin. 

We  applaud  the  abolition  of  the  cost  justifica- 
tion requirement  insofar  as  it  removes  the  dis- 
parity between  the  treatment  of  employee  phy- 
sicians and  self-employed  physicians  whose  earn- 
ings do  not  qualify  as  costs  and  therefore  do 
not  justify  a fee  increase  to  generate  a 6.2%  earn- 
ing increase.  Despite  this  desirable  change,  the 
proposed  regulations  have  the  same  infirmities 
as  those  currently  in  effect  by  ( 1 ) discriminator- 
ily  imposing  a percentage  increase  limitation; 
and  ( 2 ) preserving  the  wholly  irrelevant  profit 
margin  limitation. 

1.  The  Percentage  Limitation  on  Fee  In- 
creases. 

The  4%  limitation  is  entirely  inadequate  be- 
cause of  rising  costs  incurred  by  a significant 
number  of  physicians. 

Increases  in  fees  do  not  necessarily  repre- 
sent an  equivalent  increase  in  the  net  earnings 
of  physicians  because  of  escalating  costs.  These 
costs  account  for  34%  of  physician  revenues,  in- 
cluding salaries  paid  to  non-physicians  such  as 
nurses  and  receptionists  and  other  costs  includ- 
ing rent  and  equipment  depreciation.  Compen- 
sation paid  to  employees  increased  by  6.2%  an- 
nually and  the  cost  of  purchased  goods  and 
equipment  rose  at  least  at  the  3.8%  and  7.4%  in- 
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flation  rates  indicated  by  the  Consumer  Price 
Index  for  Phase  II  and  III  respectively. 

During  the  period  of  controls,  total  costs  in- 
curred by  physicians  increased  at  an  average 
annual  rate  of  5.1%  and  the  increases  have  ac- 
celerated in  1973.  No  industry  or  group  is  cur- 
rently forced  to  absorb  cost  increases.  Accord- 
ingly, the  non-institutional  health  provider  regu- 
lations are  unjustifiably  discriminatory. 

2.  The  Profit  Margin  Limitation. 

We  submit  that  the  profit  margin  limitation 
is  unfair  and  inequitable  and  creates  gross  hard- 
ship as  applied  to  physicians  because: 

( a ) Physicians  experiencing  a growth  in  their 
practice  are  penalized  by  the  profit  margin  rules. 
These  physicians  typically  have  a rising  profit 
margin  as  the  number  of  patients  increases 
while  overhead  expenses  remain  relatively  con- 
stant. The  profit  margin  rules,  by  prohibiting 
price  increases  when  a physician’s  profit  margin 
exceeds  that  earned  during  his  base  period,  de- 
prive this  large  segment  of  the  profession  of  any 
ability  to  pass  on  increased  costs. 

Before  turning  to  a detailed  discussion  of  each 
of  these  points,  we  will  first  summarize  the 
profit  margin  standard  applicable  to  non-institu- 
tional providers  of  health  services.  CLC  Reg. 
300.19  provides  that  a non-institutional  provider 
may  increase  fees  up  to  2.5%  annually  based 
upon  increases  in  allowable  costs  provided  that 
the  fee  increase  “does  not  . . . result  in  an  in- 
crease in  its  profit  margin  over  that  which  pre- 
vailed during  the  base  period.’’ 

The  CLC  has  consistently  interpreted  the  fore- 
going language  as  negating  any  requirement  that 
there  be  a “causal  link  between  a price  increase 
above  base  price  and  an  ensuing  profit  margin 
excess.”  In  short,  the  CLC  takes  the  position 
that  a profit  margin  excess  requires  refunds 
whether  the  excess  resulted  from  increased  prices, 
increased  volume,  increased  efficiency,  or  for 
whatever  reason  in  any  case  where  a firm  in- 
creased its  prices. 

(i)  Physicians  typically  experience  increased 
profit  margins  as  their  practice  grows.  New  and 
more  successful  physicians  typically  experience 
profit  margin  increases  for  at  least  10  years  after 
they  enter  practice.  The  profit  margin  increases 
because  a doctor  works  longer  hours,  serves 
more  patients  and  generates  more  revenue  as  his 
practice  becomes  more  successful.  At  the  same 
time,  since  most  of  a physician’s  expenses  ( such 


as  space  costs,  equipment,  salaries  of  nurses  and 
receptionsts ) are  fixed  and  do  not  increase  in 
tandem  with  the  increased  workload,  the  profit 
margin  necessarily  increases. 

As  a result,  the  profit  margin  limitation  is  un- 
fair and  inequitable  to  the  large  segment  of 
physicians  who  work  harder.  In  contrast,  an  em- 
ployee can  work  overtime  and  receive  premium 
pay  without  limitation.  Overtime  premium  pay 
is  not  considered  in  determining  whether  an 
employee  is  eligible  for  wage  increases.  Indeed, 
many  doctors  are  employed  by  hospitals  on  a 
full  or  part  time  basis.  They  may  receive  addi- 
tional salary  for  longer  hours  in  addition  to  a 
full  5.5%  increase  in  salary.  In  these  circum- 
stances, the  profit  margin  limitation  deprives 
a physician  in  private  practice  of  any  overtime 
pay  for  longer  hours. 

In  short,  the  profit  margin  standard  is  inequit- 
able as  applied  to  an  individual’s  personal  serv- 
ices, where  time  is  a limiting  factor  on  increased 
output.  As  a result,  the  profit  margin  limita- 
tion as  applied  to  physicians  restricts  the  per- 
centage amount  of  profits.  In  contrast,  in  com- 
merce and  industry,  the  volume  of  output  can 
increase  without  limitation,  and  accordingly,  the 
profit  margin  limitation  operates  only  to  restrict 
the  percentage  rate  of  profits  and  not  the  dollar 
amount.  The  dramatic  increases  in  corporate 
profits  during  1972  and  1973  underscore  this 
conclusion. 

(ii)  The  profit  margin  limitation  discriminates 
between  physicians.  A physician’s  profit  margin 
may  increase  for  a myriad  of  reasons,  where  the 
application  of  the  limitation  would  be  unjust  in 
depriving  him  of  the  ability  to  pass  on  increased 
costs.  A number  of  examples  will  suffice: 

( 1 ) A partnership  of  physicians  will  probably 
exceed  its  base  period  profit  margin  by  admit- 
ting an  employee  physician  into  partnership, 
thereby  converting  salary  expenses  into  profits. 
Application  of  the  profit  margin  standard  under 
these  circumstances  is  absurd. 

(2)  A physician's  base  period  profit  margin 
may  have  been  depressed  due  to  a number  of 
factors  such  as  (a)  illness,  (b)  a large  number  of 
charity  cases,  (c)  volunteer  charitable  work, 
such  as  on  Project  Hope,  (d)  lesser  workload, 
as  where  more  doctors  enter  practice  in  a small 
community,  ( e ) teaching  and  research,  ( f ) med- 
ical society  or  specialty  activities,  ( g ) time  and 
expenses  of  continuing  education,  or  even  (h) 
vacation  time. 
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(3)  A physician’s  current  profit  margin  may 
exceed  the  base  period  margin  for  many  reasons, 
including,  (a)  longer  work  hours  in  the  current 
period,  ( b ) a change  in  the  mix  of  services,  such 
as  performance  of  a greater  amount  of  surgery, 
(c)  provision  of  more  new  services,  such  as  by 
nurses  and  paramedical  personnel,  ( d ) reduc- 
tion of  bookkeeping  expense  entries,  such  as 
absence  of  depreciation  after  equipment  has 
been  completely  written  off,  ( e ) increased  rev- 
enue collections  (since  physicians  typically  are 
on  the  cash  basis  of  accounting  the  year  of  col- 
lection is  normally  uncontrollable  and  lump  sum 
receipts  of  medicare  or  health  insurance  pay- 
ments particularly  distort  results),  (f)  reduction 
of  expenses  due  to  inability  to  replace  personnel 
who  have  terminated,  (g)  greater  workload  re- 
sulting from  doctors  leaving  the  community. 

These  factors  are  common  to  the  experience 
of  all  physicians.  Because  firm  size  and  revenues 
are  so  small,  the  distortions  on  profit  margins 
are  much  greater  than  in  the  case  of  large  indus- 
trial firms.  Accordingly,  the  profit  margin  limi- 
tation deters  physicians  from  increasing  their 
practices.  At  a time  when  the  government  is 
seeking  to  expand  the  output  of  physicians,  the 
profit  margin  limitation  is  counter-productive. 
The  profit  margin  standard  provides  no  protec- 
tion to  the  consumer.  For  example,  an  older 
doctor  who  is  reducing  his  practice  either  volun- 
tarily or  involuntarily  may  increase  prices  to 
reflect  increased  costs  even  though  his  fees  may 
be  the  highest  in  the  community. 

The  individual  exception  procedure  is  inade- 
quate where  the  inequities  of  the  rule  are  wide- 
spread and  would  require  substantial  outlays 
of  individual  time  and  expense  to  correct.  More- 
over, the  exception  approach  is  undesirable  since 
it  is  limited  to  cases  of  gross  hardship,  and  de- 
terminations are  made  on  an  ad  hoc  basis  per- 
mitting capricious  judgments  in  the  absence  of 
any  meaningful  standards  of  administration. 

Whatever  the  merits  of  the  profit  margin  test 
to  industrial  or  commercial  enterprises,  the  profit 
margin  standard  has  no  legitimate  relevance  as 
applied  to  physicians’  fees.  Accordingly,  we  sub- 
mit that  the  profit  margin  limitation  should  be 
eliminated  in  toto. 

C.  Current  and  Proposed  Price  Regulations 
Unfairly  Prevent  Physicians  With  Low  Fees 
From  Increasing  Them  to  the  Prevailing  Levels 
in  Their  Community. 


The  inequity  of  the  current  cost  justification 
and  profit  margin  requirements  is  most  aggra- 
vating in  the  case  of  those  physicians  whose  fees 
are  significantly  below  those  typically  charged 
by  other  physicians  in  the  same  community. 
There  should  be  no  impediment  to  a physician’s 
increasing  his  fees  to  the  median  prevailing  level 
in  the  community.  For  example,  we  are  advised 
that  one  physician  in  solo  practice  currently 
charges  $4.00  for  office  visits  and  $100  for  child- 
birth ( including  prenatal  care,  delivery,  and 
subsequent  care),  rates  substantially  below  those 
in  effect  anywhere  in  the  United  States.  The 
physician  in  question  has  been  able  to  generate 
a substantial  income,  but  only  by  seeing  patients 
seven  days  a week,  14  hours  per  day,  to  the  detri- 
ment of  his  health.  We  understand  that  the 
CLC  has  denied  his  request  to  raise  his  rates 
to  prevailing  levels  in  the  community  and  lower 
the  number  of  work  hours,  on  the  ostensible 
ground  that  the  physician’s  income  level  does 
not  demonstrate  gross  hardship. 

In  short,  the  current  rules  applicable  to  non- 
institutional  providers  of  health  services  have 
unreasonably  discriminated  against  physicians  as 
compared  to  other  members  of  the  labor  force 
by  ( 1 ) depriving  self-employed  physicians  of 
the  ability  to  increase  the  returns  for  their  own 
labor  or  (2)  placing  other  unjustified  impedi- 
ments to  increased  salaries  of  other  physicians 
such  as  the  2.5%  or  4%  fee  increase  limit  and 
the  profit  margin  limitation,  and  have  forced  all 
physicians  to  absorb  cost  increases  to  an  extent 
not  required  of  any  other  group.  This  discrim- 
inatory treatment  is  without  justification,  and 
accordingly,  violates  the  express  statutory  stipu- 
lation that  any  regulations  must  extract  com- 
parable sacrifices  from  business  and  labor. 

By  these  discriminatory  actions  in  the  non- 
institutional  health  care  field,  the  CLC  has  not 
even  satisfied  the  most  rudimentary  appearance 
of  fairness  essential  to  instill  public  confidence 
in  price  and  wage  controls. 

In  conclusion,  the  current  non-institutional 
health  provider  regulations  should  be  eliminated 
on  the  ground  that  they  ( 1 ) unjustifiably  dis- 
criminate against  physicians  in  private  practice 
compared  to  physicians  with  comparable  skills 
employed  by  institutional  providers  and  com- 
pared to  others  who  render  personal  services 
and  (2)  prohibit  physicians  who  charge  sub- 
standard fees  to  increase  them  to  prevailing 
levels  in  the  same  community. 
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II.  THE  REGULATIONS  IMPROPERLY 
DENY  PHYSICIANS  THE  BENEFIT  OF  THE 
SMALL  BUSINESS  EXEMPTION. 

Physicians  are  improperly  discriminated  again- 
st by  not  being  granted  the  small  business 
exemption  from  price  controls  applicable  to  firms 
with  60  employees  or  less.  The  exemption  is  cur- 
rently available  in  all  industries,  except  health, 
construction,  and  petroleum.  Nevertheless,  con- 
struction and  petroleum  firms  are  treated  more 
leniently  than  physicians.  With  respect  to  con- 
struction, firms  with  less  than  $1,000,000  in  an- 
nual revenues  are  nevertheless  not  subject  to 
price  controls.  In  contrast,  every  physician  has 
had  to  cost  justify  fee  increases.  In  the  petro- 
leum industry,  the  CLC’s  statements  show  that 
that  industry  increased  prices  significantly  with- 
out cost  justification  during  Phase  III  in  antici- 
pation of  a summer  oil  shortage  which  did  not 
occur.  Moreover,  the  petroleum  industry  is  per- 
mitted to  pass  on  cost  increases  without  limita- 
tion, and  compliance  is  relatively  simple  since 
only  a cents-per-gallon  determination  is  neces- 
sary. In  contrast,  unlike  the  petroleum  firms, 
physicians  and  other  non-institutional  health 
service  providers  are  subjected  to  the  full  and 
complex  armory  of  price  control  rules  over  a 
wide  range  of  services. 

Under  the  circumstances,  failure  to  mitigate 
those  burdens  violates  the  spirit  of  the  Congres- 
sional mandate  that  “in  administering  this  title, 
such  exceptions  shall  be  provided  for  small  busi- 
ness enterprises  as  may  be  feasible  without  im- 
peding the  accomplishment  of  the  purpose  of 
this  title.”  ESA  214(b)  (2). 

III.  PRICE  AND  WAGE  CONTROLS  ARE 
UNREASONABLY  BURDENSOME  APPLIED 
TO  PHYSICIANS. 

A number  of  commentators  have  described 
one  of  the  principal  lessons  of  prior  controls 
as  being  the  inadevisability  of  attempting  to  con- 
trol the  fees  in  the  professions.  Physicians  are  in 
a unique  position  to  appreciate  the  soundness  of 
that  insight.  Because  medical  services  are  gen- 
erally provided  by  solo  practitioners  or  physi- 
cians in  small  groups,  the  costs  of  determining 
the  meaning  of  the  Economic  Stabilization  rules 
and  complying  with  them  are  disproportionate- 
ly large  in  relation  to  revenues.  Indeed,  they 
could  easily  amount  to  1%  or  2%  of  a physician’s 
earnings  for  his  labor,  a cost  not  imposed  on 
other  firms.  These  costs  are  larger  than  they  need 


be  because  little  action  has  been  taken  to  tem- 
per the  rough  edges  of  already  harsh  rules.  The 
failure  to  ameliorate  these  rules  has  led  to  pre- 
posterous consequences.  For  example: 

1.  A single  physician  (or  a group  of  physi- 
cians) organized  as  a professional  corporation 
rather  than  a sole  proprietorship  (or  partnership) 
whether  owned  by  one  or  more  physicians,  is 
unable  to  pay  himself  the  fee  he  earns  by  work- 
ing longer  hours  or  increasing  his  efficiency.  This 
absurdity  results  from  the  application  of  the 
5.5%  limit  on  wage  increases  to  the  owner- 
employer  who  is  in  many  cases  the  only  owner. 
His  only  alternative  is  to  pay  non-tax  deductible 
dividends,  resulting  in  the  imposition  of  a double 
tax. 

2.  A medical  partnership,  by  admitting  an 
employee  physician  to  partnership  status,  auto- 
matically loses  any  ability  to  increase  fees.  This 
occurs  because  the  payment  to  the  physician 
is  no  longer  a salary  expense  but  a profit  and 
may  cause  the  profit  margin  of  the  firm  to  exceed 
the  profit  margin  earned  during  the  base  period, 
thereby  resulting  in  the  forefeiture  of  any  abil- 
ity to  increase  fees  based  on  increased  costs. 

3.  Physicians  with  an  increased  patient  load 
are  penalized  by  the  profit  margin  rules.  Nor- 
mally their  profit  margins  would  increase  as 
their  practice  grows.  Thus,  because  an  increased 
patient  load  is  not  offset  by  comparable  increases 
in  overhead,  under  the  profit  margin  rules,  as 
soon  as  a physician’s  profit  margin  increases 
over  his  base  period  profit  margin,  that  physician 
is  deprived  of  any  ability  to  pass  on  increased 
costs,  even  if  the  increase  results  from  a heavier 
patient  load. 

While  the  contention  might  be  that  individual 
exceptions  are  available  from  the  CLC  upon  a 
determination  of  hardship,  a requirement  of  fil- 
ing multitudinous  exceptions  merely  compounds 
the  hardship  by  necessitating  substantial  legal 
and  other  professional  expenses.  Moreover,  the 
experience  of  others  who  have  invoked  the  ex- 
ception procedure  demonstrates  that  there  is  no 
cause  for  optimism  that  the  procedure  is  either 
promptly  or  equitably  administered. 

For  the  foregoing  reasons,  we  urge  the  elim- 
ination of  mandatory  controls  on  the  fees  and 
wages  of  physicians. 

Sincerely, 

Philip  E.  Dew,  M.D. 

President 
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DERMATOLOGY  AT  THE 
ARIZONA  MEDICAL  CENTER 

Dermatology  has  existed  as  an  independent 
discipline  since  the  18th  century;  has  had  its 
own  residency  training  program  and,  since  1932, 
its  own  certifying  board.  In  the  last  two  decades, 
however,  increasingly  close  ties  between  Derma- 
tology and  the  mainstream  of  medicine  have 
developed.  Factors  that  have  favored  this  de- 
velopment include  ( 1 ) recognition  that  many 
cutaneous  diseases  reflect  an  underlying  sytemie 
abnormality;  (2)  the  new  emphasis  on  systemic, 
rather  than  topical,  therapy;  (3)  easy  availability 
and  thus  more  common  use  of  skin  as  an  organ 
for  medical  investigation;  and  (4)  the  resurgence 
of  interest  in  venereal  disease  and  fungal  infec- 
tions — two  areas  in  which  dermatologists  have 
special  training.  These  factors,  together  with  the 
strong  American  emphasis  on  cosmetic  appear- 
ance, have  led  to  an  unprecedented  interest  in 
Dermatology. 

One  indication  of  that  heightened  interest  is 
the  recent  increase  in  the  number  of  full  time 
academic  units  in  our  medical  schools.  The  avail- 
ability of  dermatologists  on  a full  time  basis  has 
greatly  expanded  dermatologic  participation  in 
teaching,  research,  and  administration,  and  has 
generated  wider  interest  in  Dermatology  as  a 
career.  Dermatology  and  Ophthalmology  are 
among  the  most  sought  after  residencies. 

Recognizing  the  need  for  dermatologic  train- 
ing and  service,  the  University  of  Arizona  Med- 
ical Center  has  created  a Section  of  Dermatology 
within  the  Department  of  Internal  Medicine. 
Doctor  Peter  J.  Lynch,  an  associate  professor 
of  Dermatology  at  the  University  of  Michigan, 
was  recruited  as  the  first  full  time  faculty  mem- 
ber of  this  section.  In  reviewing  the  section's 
future  role,  Doctor  Lynch  indicated  that  its  ma- 
jor goal  would  be  to  provide  dermatologic  train- 
ing for  those  who  are,  or  will  be,  serving  health 
care  needs  in  Arizona. 

The  first  priority  in  achieving  this  goal  is  to 


provide  training  for  those  students  and  residents 
who  will  enter  primary  care  areas.  Between  5 
and  8 percent  of  all  persons  seeking  medical 
care  have  a dermatologic  problem  as  their  pri- 
mary complaint,  and  an  additional  10  percent 
have  a dermatologic  problem  as  a secondary 
complaint.  As  dermatologists  constitute  little 
more  than  one  percent  of  the  nation’s  physicians, 
most  of  these  dermatologic  needs  must  be  met 
by  physicians  from  other  clinical  disciplines.  To 
provide  an  adequate  educational  program  for 
these  clinicians  requires  the  development  of  an 
interested  and  able  faculty  who  are  involved 
daily  in  patient  care.  This  faculty  commitment 
has  already  been  partially  met  by  the  highly 
competent  and  enthusiastic  dermatologists  now 
practicing  in  Arizona.  For  example,  every  der- 
matologist in  Tucson  has  undertaken  some  type 
of  student  teaching  in  the  LIniversity  program. 
Plans  for  similar  involvement  of  the  dermatolog- 
ists in  the  Phoenix  area  are  currently  underway. 

The  second  priority  is  creation  of  a Derma- 
tology residency  training  program  so  that  spe- 
cialists will  be  available  as  consultants.  At  pre- 
sent, there  are  no  such  training  programs  within 
the  state;  all  of  the  dermatalogists  now  in  Ari- 
zona have  been  imported.  This  “balance  of  pay- 
ments deficit”  will  not  be  tolerated  much  longer 
by  the  “exporting”  states.  Arizona  must  soon  ex- 
pect either  to  pay  for  or  train  the  physicians 
who  practice  here.  The  latter  choice  is  clearly 
more  attractive.  The  Section  of  Dermatology,  as 
developed  for  the  training  of  non-dermatologists, 
will  serve  as  a nucleus  for  residency  programs 
but  it  will  also  be  necessary  to  recruit  a small 
number  of  full  time  faculty  members  to  pro- 
vide advanced  dermatologic  teaching,  tertiary 
patient  care  and  research  to  furnish  the  founda- 
tion for  the  next  decade’s  clinical  care. 

The  third  priority  is  the  provision  of  post- 
graduate training  for  clinicians  in  practice  who 
wish  to  improve  their  skills  in  Dermatology.  If 
this  is  to  be  more  than  the  token  one  or  two- 
day  annual  postgraduate  course,  considerable 
effort,  time,  and  money  must  be  expended.  Im- 
portant as  this  goal  is,  realistic  fulfillment  of 
it  is  probably  several  years  away. 

Achievement  of  these  goals  will  require  years 
of  hard  work.  In  a spirit  of  cooperative  effort 
the  newly  created  Section  of  Dermatology  will 
turn  to  the  entire  medical  community  for  un- 
derstanding, forbearance,  and  help  during  the 
forthcoming  decade  of  development. 
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Topics  Of  ^ 
Current  j 
Medical  Interest  ) 


PSRO 

The  following  statement  was  adopted  Decem- 
ber 5,  1973  as  the  official  position  of  the  AMA 
on  Professional  Standards  Review  Organizations. 


In  the  Report  of  the  Board  of  Trustees  and 
the  Council  on  Medical  Service  on  “Professional 
Standards  Review  Organizations,”  Report  Z 
(C-72),  the  Association's  concern  over  the 
PSRO  program  prior  to  its  passage  was  noted. 
It  should  be  recalled  that  the  law  was  passed 
over  the  objections  of  the  AMA  and  its  spokes- 
men before  Congress.  However,  the  report  noted 
that,  since  PL  92-603  has  been  adopted,  the 
Council  and  the  Board  believed  “that  the  Amer- 
ican Medical  Association  should  provide  a dom- 
inant role  of  leadership  in  the  implementation 
of  the  PSRO  program  to  assure  that  the  best 
interests  of  the  public  and  the  profession  are 
preserved.” 

In  line  with  this  leadership  role,  specific  re- 
sponsibilities were  assigned  to  the  Advisory  Com- 
mittee created  by  House  adoption  of  that  Re- 
port, including  development  of  rules  and  regu- 
lations, assisting  state  and  county  associations 
in  developing  PSROs,  and  furnishing  material 
for  the  Council  on  Legislation  in  its  develop- 
ment of  future  peer  review  legislation. 

At  the  1973  Annual  Convention,  in  adopting 
substitute  Resolution  49,  the  House  recognized 
that  repeal  or  modification  of  PSRO  legislation 


“ultimately  may  be  required  to  preserve  the  high 
quality  of  patient  care,”  but  instructed  the  Asso- 
ciation to  place  “highest  priority  on  developing 
and  pusuing  appropriate  amendments  to  preserve 
the  high  quality  of  patient  care.”  Board  of 
Trustees  Report  A (C-73)  at  this  session  indi- 
cates that  possible  changes  in  the  law  are  under 
study;  information  concerning  this  activity  is  in- 
corporated with  this  report. 

It  is  stressed  that  at  all  times  the  House  of 
Delegates  determines  Association  policy  and  that 
it  is  the  role  of  the  councils,  committees,  and  the 
Board  of  Trustees  to  implement  this  policy. 

For  the  information  of  the  House  of  Delegates, 
the  Board  of  Trustees  and  the  Council  on  Med- 
ical Service  feel  obligated  to  make  the  follow- 
ing observations: 

(1)  Our  very  best  information  from  Washing- 
ton and  bipartisan  Congressional  leadership  is 
that  there  is  no  current  political  viability  in  an 
effort  to  repeal  PSRO. 

(2)  Similar  exploration  suggests  that  there  is 
Congressional  receptivity  to  consideration  of 
amendments  to  the  law. 

(3)  “Non-participation”  can  be  interpreted  in 
several  ways.  Non-participation  by  constituent 
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and  component  medical  societies  refers  to  the 
unwillingness  of  such  societies  to  cooperate  in 
the  development  of  PSROs.  Non-participation 
by  individual  physicians  implies  unwillingness 
to  provide  professional  reimbursable  services  for 
Medicare  and  Medicaid  beneficiaries.  In  gen- 
eral, non-participation  by  organized  medicine  in 
the  development  of  PSROs  would  be  an  abro- 
gation by  the  profession  of  its  responsibility  to 
the  public  and  the  profession  to  assure  that 
monitoring  of  the  quality  and  cost  of  medical 
care  is  professionally  oriented.  Regardless  of  par- 
ticipation or  non-participation  by  physicians  or 
medical  organizations,  no  physician  can  escape 
review  of  his  Medicare  and  Medicaid  services  as 
long  as  the  law  remains  in  force. 

(4)  A significant  proportion  of  the  profession 
appears  to  agree  that  amendments  to  the  law 
can  improve  it.  The  Board  of  Trustees  and  its 
Council  on  Legislation  are  currently  preparing 
a series  of  amendments.  ( See  Appendix  A,  at- 
tached. ) 

( 5 ) Experience  in  developing  the  mandated 
AMA  leadership  role  in  PSRO  implementation 
has  identified  many  areas  where  such  amend- 
ments may  be  necessary. 

(6)  Government  resistance  to  Association  rec- 
ommendations in  some  areas  indicate  that,  for 
certain  facets  of  the  program,  amendment  may 
be  a more  effective  approach  than  attempts  to 
influence  regulations  and  directives. 

(7)  The  PSRO  law  is  widely  interpreted  as 
a cost  control  measure.  However,  there  is  reason 
to  believe  that  it  may  generate  costs  in  excess 
of  savings. 

(8)  If  PSRO  legislation  were  to  be  repealed, 
other  cost  control  measures  now  existing  in  law 
would  be  applied.  Other  legislative  measures  for 
cost  containment  would  certainly  be  introduced. 

In  the  light  of  the  observations  noted  above, 
the  options  available  to  the  Association  are: 

(A)  To  improve  the  law  through  development 
of  regulations  and  administrative  practices; 

(B)  To  seek  amendments  to  the  law  which 
would  remove  the  undesirable  features  of  the 
present  statute; 

( C ) To  promote  repeal  of  the  law; 

( D ) To  suggest  non-participation  by  all  con- 
stituent and  component  societies.  Such  non-par- 
ticipation would  specifically  refer  to  the  estab- 
lishment of  a PSRO  by  a unit  of  organized  medi- 
cine. 


Finally,  it  should  be  recognized  that  these  op- 
tions are  not  necessarily  mutually  exclusive. 

The  Board  of  Trustees  and  the  Council  on 
Medical  Service  are  aware  of  the  possibility  that 
the  House  of  Delegates  could  elect  to  support 
the  idea  of  repeal  of  the  law.  However,  the  prac- 
tical considerations  indicate  that  this  may  be 
impossible  to  achieve,  so  that  there  should  be 
a policy  position  which  would  prevail  so  long 
as  the  law  remains  in  force. 

The  AMA  affirms  the  following  principles: 

1.  That  the  medical  profession  remains  firm- 
ly committed  to  the  principle  of  peer  review, 
under  professional  direction,  and 

2.  That  medical  society  programs  of  proven 
effectiveness  should  not  be  dismantled  by  PSRO 
implementation,  and 

3.  That  the  Association  suggests  that  each 
hospital  medical  staff,  working  with  the  local 
medical  society,  continue  to  develop  its  own 
peer  review,  based  upon  principles  of  sound 
medical  practice  and  documentable  objective 
criteria,  so  as  to  certify  that  objective  review 
of  quality  and  utilization  does  take  place;  to 
make  these  review  procedures  sufficiently  strong 
as  to  be  unassailable  by  any  outside  party  or 
parties;  and  that  the  local  and  state  medical  so- 
cieties take  all  legal  steps  to  resist  the  intrusion 
of  any  third  party  into  the  practice  of  medicine, 
and 

4.  That  this  House  of  Delegates,  as  individual 
physicians  and  through  the  Board  of  Trustees 
and  its  Council  on  Legislation,  work  to  inform 
the  public  and  legislators  as  to  the  potential  dele- 
terious effects  of  this  law  on  the  quality,  con- 
fidentiality and  cost  of  medical  care;  and  the 
hope  that  the  Congress  in  their  wisdom  will 
respond  by  either  repeal,  modification,  or  inter- 
pretation of  rules  which  will  protect  the  public. 

The  considered  opinion  of  this  House  of  Dele- 
gates is  that  the  best  interests  of  the  American 
people,  our  patients,  would  be  served  by  the 
repeal  of  the  present  PSRO  legislation.  It  is  also 
believed  that  this  is  consistent  with  our  long- 
standing policy  and  opposition  to  this  legisla- 
tion prior  to  passage. 

The  considered  opinion  of  the  Board  of  Trus- 
tees and  the  Council  on  Medical  Services  is  to 
recommend  to  the  House  of  Delegates  that  the 
AMA  continue  to  exert  its  leadership  and  sup- 
port constructive  amendments  to  the  PSRO  law, 
coupled  with  continuation  of  the  effort  to  de- 
velop appropriate  rules  and  regulations. 
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NOTICE  FOR  EXPERT  WITNESSES 

The  Forensic  Science  Foundation  is  current- 
ly conducting  a research  project  the  objective  of 
which  is  to  define  and  evaluate  the  various  serv- 
ices performed  by  the  forensic  science  profession 
in  the  criminal  justice  process. 

It,  since  1972,  you  have  given  reports  or  tes- 
timony in  criminal  court  or  elsewhere  in  the 
criminal  justice  process  as  an  expert  witness  for 
either  the  prosecution  or  for  the  defense,  would 
you  mail  a card  or  note  to  the  Forenic  Sciences 
Foundation  giving  your  name,  address  and  area 
of  expertise.  The  Foundation,  in  turn,  will  mail 
to  you  a short  questionnaire  designed  to  group 
your  type  and  degree  of  involvement  with  other 
individuals  who  have  similar  expertise. 

If  you  know  others  who  should  be  included 
in  this  survey  would  you  call  their  attention 
to  this  appeal  for  help? 

It  is  emphasized  that  this  is  a federally  spon- 
sored research  project.  The  results  will  not  iden- 
tify any  individuals.  No  form  of  solicitation  will 
result  from  your  participation  since  all  names, 
addresses  and  questionnaires  will  be  treated  as 
confidential  information. 

We  urgently  need  your  support  and  solicit 
your  help! 

Mail  to: 

Forensic  Sciences  Foundation 
11400  Rockville  Pike 
Rockville,  Mary  land  20S52 


INFORMATION  FROM  THE  BUREAU 
OF  RADIOLOGICAL  HEALTH 

The  Food  and  Drug  Administration  today  pro- 
posed action  ( 1 ) to  require  that  equipment 
manufactured  after  the  August  1,  1974  effective 
date  of  the  diagnostic  x-ray  standard  shall  con- 
tain only  parts  certified  for  compliance  and  (2) 
to  promote  the  upgrading  of  existing  equipment 
to  meet  the  standard’s  performance  requirements 
for  patient  protection. 

The  proposals  were  published  in  the  FED- 
ERAL REGISTER  December  3,  as  an  addition 
to  policy  provisions  of  Radiation  Control  for 
Health  and  Safety  Act  regulations.  The  addition 
would  replace  policies  proposed  last  February 
28.  These  would  have  included  the  requirement 
that  used  x-ray  equipment  refurbished,  rebuilt, 
or  reassembled  and  sold  after  August  1,  1974 
would  have  to  comply  with  the  standard  for  new 
equipment. 

FDA's  proposed  new  policy  declaration  would 
prevent  the  assembly  and  installation  of  new 
systems  having  a combination  of  components 
that  meet  the  standard  and  those  that  do  not. 
The  regulations,  as  presently  written,  could  be 
interpreted  as  permitting  certified  and  uncer- 
tified components  to  be  combined  during  the 
assembly  of  a new  system.  Such  a mixture  might 
not  have  the  public  health  advantages  of  an 
x-ray  system  composed  entirely  of  certified  com- 
ponents. 

The  upgrading  of  existing  equipment  would 
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be  achieved  under  two  other  provisions  of  the 
new  policy  proposal.  One  would  require  that  an 
x-ray  system  made  before  August  1,  1974,  but 
repaired  or  modified  by  installation  of  a certi- 
fied component,  would  thereafter  have  to  use 
only  certified  replacement  components.  The 
other  provision  would  prohibit  the  assembly  of 
uncertified  components  into  systems  moved,  re- 
assembled, and  sold  after  August  1,  1979  — five 
years  after  the  standard  became  effective.  Com- 
ponents not  made  under  the  standard  would 
have  to  be  replaced  in  such  reassembled  sys- 
tems. 

The  five-year  grace  period  for  application  of 
the  standard  to  used  diagnostic  x-ray  equipment 
would  allow  time  for  adequate  inventories  of  cer- 
tified components  to  be  produced.  The  period, 
furthermore,  is  compatible  with  medical  profes- 
sion estimates  of  the  usual  time  it  would  take 
certified  equipment  to  move  from  hospital  radio- 
logy departments  and  other  high  workload  faci- 
lities into  used  x-ray  machine  markets. 

During  the  five  years  allowed  for  relocating 
and  selling  equipment  with  uncertified  compon- 
ents, FDA,  in  order  to  protect  the  public  health, 
could  take  action  against  any  equipment  found 
to  be  defective. 

The  February  28  proposal  was  opposed  by 
State  and  local  radiation  protection  agencies  as 
well  as  physician  organizations  and  individual 
doctors.  Many  of  the  agencies  reported  that  com- 
ponents complying  with  the  standard  could  not 
be  used  with  some  of  the  x-ray  systems  subject 
to  their  registration. 

Robert  T.  De  Vore 
Public  Information  Officer 
Bureau  of  Radiological  Health 
Food  and  Drug  Administration 
5600  Fishers  Lane 
Rockville,  Maryland  20852 
(301)  443-3434 


A HONG  KONG  NEEDLE  POINT 
SHOP  OR  ACUPUNCTURE  BY  THE 
NUMBERS 


DRY  GULCH  JAKE 


This  is  a great  field  for  the  photographic  mind- 
ed — for  the  rest  of  us  it’s  pure  hell  — memorize, 
memorize,  memorize. 

The  instructor,  freed  from  Peking,  is  a talent- 
ed surgeon  stranded  because  of  no  passport.  He 
was  born  in  Malaysia,  taken  back  to  China  by 
his  parents  and  educated  there.  Now  he  is  freed 
from  the  Chinese  Peoples  Republic,  but  inform- 
ed he  couldn’t  leave  Hong  Kong  without  a pass- 
port. Acquisition  of  this  piece  of  folding  paper 
requires  seven  years  residence.  So  he  teaches 
acupuncture,  which  he  has  practiced  for  10  years, 
using  and  developing  some  of  the  newer  sur- 
gical uses. 

The  anesthesia  above  the  diaphragm  may  be 
80  — 90%  less  effective,  below  the  diaphragm 
less,  and  surgical  procedures  must  be  kept  short 
below  the  diaphragm. 

The  famous  meridians  we  have  all  seen,  run- 
ning up  and  down  arms,  legs  and  trunk  — front 
and  back  — still  have  many  useful  points,  all 
with  unpronounceable  names  and  the  english 
spelling,  as  usual,  is  not  phonetic. 

The  next  step  was  to  number  all  of  these 
points,  for  ready  reference,  then  that  fell  apart 
because  there  were  over  300  “new  points”  not  on 
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Instructors,  Doctors  Bing  and  Wang.  Peking  trained 
qualified  M.D.s,  Dr.  Bing  — General  Surgeon,  Dr.  Wang 
— Thoracic  Surgeon. 


586  Nathan  Road,  Roloon.  The  School  building,  also 
officed  a private  clinical  laboratory. 


any  meridian.  It  appears  that  many  of  them 
were  appointed  during  the  last  20  years. 

Then  there  are  the  famous  “arse”  points  — 
they  are  the  greatest  of  all  — allowing  any  punk 
to  throw  a bunch  of  needles  in  a back  and  glow 
over  his  erudition.  What  he  really  did  was  ignore 
the  treatment  points,  which  he  probably  never 
learned,  and  place  the  needles  “where  it  hurts!” 

So,  I've  come  up  with  a modification  known 
as  the  “broadcast  method.”  For  the  effete  urban 
dweller,  this  is  simply  scattering  seeds  by  hand 
— they  may  be  uneven,  not  to  the  point  — but 
do  hit  the  ground  somewhere.  That’s  my  needle 
method;  they  hit  the  flesh  somewhere,  and  who 
knows,  one  or  two  may  be  on  a proper  treat- 
ment point. 

Just  to  top  it  off,  all  organs  are  believed  to 
have  a specific  point  in  the  ear.  This  is  most 
fascinating  and  is  useful  in  organ  diagnosis  as 
therapy  — but  that’s  another  yarn! 

So  after  four  decades  of  occidental  laboratory 
medicine,  I have  checked  into  the  oriental  needle 
point  factory  and  find  it  — shall  we  say  dif- 
ferent! 


Patient  receiving  acupunture,  using  electrical  stimulation 
for  cervical  pain. 
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Letters  to  Editor 


Arizona  Medical  Association 
Attn:  Mr.  Bruce  Robinson, 

Executive  Secretary 
Dear  Bruce: 

We  have  been  asked  by  the  Bureau  of  Dis- 
ability Insurance  to  bring  to  the  attention  of 
all  Arizona  physicians  a Resolution  passed  in 
June  1973  at  the  national  convention  of  the 
Americal  Medical  Association.  A copy  of  the 
Resolution  is  enclosed  and  presumably  one  has 
been  mailed  to  each  licensed  physician  in  the 
United  States.  This  program  of  “Supplementary 
Security  Income  for  the  Aged,  Blind  and  Dis- 
abled" (S.S.I.),  will  require  additional  medical 
information  in  many  cases  in  order  to  adjudi- 
cate claims.  The  Resolution  contains  the  infor- 
mation available  at  this  time. 

Very  truly  yours, 

Carl  H.  Gans,  M.D. 

Acting  Chief  Medical  Consultant 
Disability  Certification  Office — RSB 
SUBJECT:  Supplementary  Security  Income 
Program 

PRESENTED  BY:  William  B.  Hildebrand,  M.D. 
Chairman 

REFERRED  TO:  American  Medical  Association 
Resolution  Reference  Committee  A ( Ralph 
C.  Teall,  M.D.  Chairman) 

Council  on  Medical  Service  Report  F (A-73), 
"Medicare  and  Medicaid,  1973,”  submitted  to 


this  session  of  the  House  of  Delegates,  describes 
(in  terms  of  its  impact  on  Medicaid)  a “new 
income  maintenance  program”  for  the  needy, 
aged,  blind,  and  disabled.  ( Cf.  pp.  10-11,  Report 

F). 

This  program  of  “Supplementary  Security  In- 
come for  the  Aged,  Blind,  and  Disabled”  (SSI), 
Title  XVI  of  the  Social  Security  Act,  was  es- 
tablished by  P.  L.  92-603  to  become  effective 
January  1,  1974.  It  will  replace  the  current 
Title  XVI,  which  permits  states  to  combine  their 
Public  Assistance  programs  for  the  needy  aged, 
blind,  and  disabled;  on  January  1,  1974,  when 
the  new  program  begins.  Federal  matching  for 
these  three  Public  Assistance  categories  will 
cease.  (The  program  of  Aid  to  Families  with 
Need)’  Children  remains  in  effect. ) 

As  noted  in  Report  F,  the  SSI  program  will 
provide  each  eligible  individual  with  a mini- 
mum income  of  $1,560  per  year;  a couple,  both 
of  whom  are  eligible,  will  have  a minimum  in- 
come of  $2,340  per  year.  Federal  funds  will  be 
added  to  the  eligible  individuals’  income  from 
other  sources  to  bring  the  total  to  the  above 
levels.  The  program  will  be  administered  by 
a new  Bureau  of  Supplementary  Security  In- 
come established  within  the  Social  Security  Ad- 
ministration. However,  the  Social  Security  Ad- 
ministration’s (SSA)  Bureau  of  Disability  In- 
surance, which  administers  the  Social  Security 
disability'  benefit  program  in  operation  since 
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1956,  will  be  involved  in  the  determination 
of  eligibility  tor  SSI  Benefits. 

In  addition  to  income  and  resource  qualifi- 
cations, the  law  requires  that  those  seeking  bene- 
fits must  be  residents  of  the  United  States  and 
either  citizens  or  aliens  permanently  and  legal- 
ly residing  in  the  United  States.  For  eligibility 
under  the  “aged”  category,  such  an  individual 
need  only  be  65  years  of  age  or  older.  The 
“Blind”  and  “Disabled”  categories,  however,  have 
more  complex  eligibility  criteria,  involving  med- 
ical evidence,  and  this  aspect  of  eligibility  de- 
termination will  be  administered  by  the  Bureau 
of  Disability  Insurance. 

Briefly,  blindness  or  disability  will  be  de- 
termined either  by  the  standards  now  used 
by  individual  States  in  their  Public  Assistance 
programs  — Aid  to  the  Blind  and  Aid  to  the 
Permanently  and  Totally  Disabled  — or  by  na- 
tionwide standards  contained  in  P.L.  92-603. 

The  State  standards  used  will  be  those  in  ef- 
fect for  October  1972  (when  P.L.  92-603  was 
enacted ) and  will  render  those  on  State  program 
rolls  in  December  1973  eligible  for  SSI  benefits. 
This  mass  inclusion  of  all  those  classified  as 
needy  and  blind  or  disabled  by  State  standards 
at  the  end  of  this  year  will,  at  the  outset,  re- 
quire little  more  than  a transfer  of  the  rosters  of 
the  State  programs  to  the  Bureau  of  Supplemen- 
tary Security  Income.  Flowever,  those  individ- 
uals will  remain  eligible  for  the  SSI  grant  only 
so  long  as  they  continue  to  meet  the  October 
1972  State  criteria.  The  Bureau  of  Disability 
Insurance,  therefore,  will  need  to  obtain  and 
maintain  a file  of  such  State  eligibility  stan- 
dards for  consultation  should  any  of  these  reci- 
pients’ condition  improve  in  the  future. 

The  national  standards  established  by  P.L. 
92-603,  which  must  be  met  by  all  other  appli- 
cants (and  to  the  Public  Assistant  recipients 
should  they,  at  some  time  in  the  future,  no 
longer  meet  the  October  1972  State  criteria)  are, 
briefly: 

Blindness:  Defined  as  central  visual  acuity  of 
20/200  or  less  in  the  better  eye,  with  the  use 
of  a correcting  lens. 

Disability:  Defined,  for  adults,  as  inability 
to  engage  in  any  substantial  gainful  activity  by 
reason  of  any  medically  determinable  physical 
or  mental  impairment  which  can  be  expected  to 
result  in  death,  or  which  has  lasted  (or  can  be 
expected  to  last)  for  a continuous  period  of  not 
less  than  12  months;  and, 


for  children  under  18,  any  medically  deter- 
minable physical  or  mental  impairment  of  com- 
parable severity. 

The  “physical  or  mental  impairment”  must  be 
one  which  results  from  anatomical,  physiological, 
or  psychological  abnormalities  which  are  dem- 
onstrable by  medically  acceptable  clinical  and 
laboratory  techniques. 

The  criteria  set  forth  for  disability  are  es- 
sentially those  for  the  basic  Social  Security  dis- 
ability benefit  program.  Both  involve  a two- 
part  definition  of  “disability”  — (a)  a medically 
determinable  physical  or  mental  impairment; 
and  (b)  the  resultant  “inability  to  engage  in 
substantial  gainful  activity.”  As  this  House  has 
recognized  in  the  past,  the  “impairment”  is  a 
medical  decision,  but  the  “inability  to  engage  in 
substantial  gainful  activity”  is  not. 

In  terms  of  the  law,  an  individual  is  “dis- 
abled" only  if  the  impairment  is  of  such  severity 
that  he  is  not  only  unable  to  do  his  previous 
work,  but  cannot  ( considering  his  age,  education, 
and  work  experience)  engage  in  any  other  kind 
of  substantial  gainful  work  which  exists  in  the 
national  economy.  Both  the  dollar  amount  de- 
fining “substantial”  gainful  activity  and  such  oc- 
cupational data  as  the  type  of  work  in  which 
an  applicant  should  engage  and  the  availability 
of  such  work  are  non-medical  questions. 

This  point  should  be  specially  noted.  Any  phy- 
sician examining  or  submitting  medical  histories 
for  applicants  for  SSI  disability  benefits  should 
remember,  and  inform  the  applicant,  that  the 
physician  testifies  only  to  the  “Impairment,”  not 
to  “disability.”  If  disability  Income  is  not  author- 
ized, the  physician  need  not  assume  his  medical 
judgment  has  been  overruled,  and  can  make 
clear  to  the  applicant  that  the  decision  is  not 
based  solely  on  the  medical  evidence  provided. 

The  Bureau  of  Disability  Insurance  now  hand- 
les most  of  the  initial  determination  of  disability 
through  agreements  with  State  agencies,  usu- 
ally the  State  vocational  rehabilitation  agency. 
The  same  State  agencies  will  be  handling  most 
determinations  in  the  new  SSI  program,  although 
during  the  initial  period  the  State  welfare  agency 
may  also  be  involved  in  eligibility  determination. 

The  State  agencies  now  have  some  six  hun- 
dred physicians  handling  the  SSA  load,  about 
two  hundred  full-time.  Estimates  are  that  the 
caseload  — for  SSI  and  the  existing  disability." 
benefit  program  — will  more  than  double  in 
1974,  from  300  thousand  claims  handled  in  1972 


42  JANUARY  1 974  • XXXI  • 1 


to  three-quarters  of  a million  in  1974;  with  about 
a quarter  of  this  caseload  expected  to  be  in  the 
Southeastern  States. 

As  a result,  a doubling  of  the  number  of  full- 
time and  part-time  physician  staff  in  those  agen- 
cies appears  necessary.  Significantly  more  in- 
put from  physicians  in  private  practice  will  also 
be  needed.  Applicants  under  the  SSI  program 
may  tend  to  have  less  adequate  medical  records 
than  those  now  obtaining  benefits  through  So- 
cial  Security  covered  employment.  The  Bureau 
of  Disability  Insurance  is  currently  paying  for 
additional  medical  evidence  in  about  20  percent 
of  Social  Security  disability  applications  sub- 
mitted; for  the  SSI  program,  a higher  percentage 
is  expected. 

According  to  the  Bureau,  State  agencies  will 
be  contacting  local  physician  organizations  and 
individual  physicians  to  enlist  their  understand- 
ing, participation,  and  cooperation  in  the  new 
program.  The  Bureau  itself  is  seeking  the  co- 
operation of  the  profession  through  the  Amer- 
ican Medical  Association  and  the  Council. 

The  Council  on  Medical  Service,  through  its 
Committee  on  Government  Medical  Services,  has 
maintained  a long-standing  and  productive  liai- 
son with  the  Bureau  of  Disability  Insurance  for 
over  a decade.  Indeed  the  Council's  Sixth  Annual 
Medical  Services  Conference,  presented  at  the 
1963  Clinical  Meeting  of  this  House,  included 
a segment  on  the  “Federal  Disability  Benefit 
Program”  developed  jointly  with  the  Bureau,  and 
the  Bureau’s  handbook  for  physicians  on  “Dis- 
ability Evaluation  under  Social  Security,”  a de- 
tailed compilation  of  the  criteria  used  in  deter- 
mining impairment,  was  reviewed  prior  to  pub- 
lication in  1969  and  contains  an  introductory 
letter  of  commendation  from  the  Council. 

The  Council  on  Medical  Service  therefore  pre- 
sents this  report  to  the  House  for  its  information, 
and  for  the  information  of  medical  associations 
and  individual  physicians  who  may  be  contact- 
ed in  coming  months  by  their  respective  state 
agencies  to  seek  their  cooperation  in  the  imple- 
mentation of  the  SSI  program  on  January  1,  1974. 
The  Council  will  continue  its  liaison  with  the 
Bureau  of  Disability  Insurance,  and  will  provide 
a channel  for  comments  and  inquiries  from  phy- 
sicians and  medical  associations. 

On  the  basis  of  past  experience  with  the 
Bureau,  the  Council  believes  this  program  will 
merit  the  profession’s  interest  and  cooperation. 


ArMA  Reports 

J 

THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE  BEEN  EDITED  TO 
CONSERVE  SPACE.  A COMPLETE  COPY  OF  THE  MINUTES  OF  ANY  MEET- 
ING WILL  BE  MAILED  TO  ANY  MEMBER  REQUESTING  THEM. 

AD  HOC  BLUE  SHIELD  BLUE  RIBBON 
COMMITTEE 

The  meeting  of  the  ad  hoc  Blue  Shield  Blue  Ribbon 
Committee  of  the  Arizona  Medical  Association,  Inc., 
held  at  810  W.  Bethany  Home  Road,  Phoenix,  Arizona, 
Sunday,  November  11,  1973,  convened  at  10:07  a.m., 
John  J.  Standifer,  M.D.,  Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  October  14,  1973, 
were  approved  as  distributed. 

OPEN  MEMBERSHIP  HEARING 

The  chairman  opened  the  meeting  for  statements  of- 
fered by  the  membership  on  any  aspect  of  Arizona 
Blue  Shield  Medical  Service  operations. 

Owen  L.  Cranmer,  M.D.,  and  Arthur  V.  Dudley,  Jr., 
M.D.,  spoke  in  favor  of  retaining  a relationship  be- 
tween the  two  organizations.  Patrick  P.  Moraca,  M.D., 
spoke  in  favor  of  separation.  Three  other  physicians 
(non-committee  members)  were  present  as  observers  — 
Robert  J.  Antos,  M.D.,  Paul  H.  Koren,  M.D.,  and  one 
not  identified. 

WRITTEN  STATEMENTS  FROM 
MEMBERSHIP 

The  committee  reviewed  statements  received  from,  the 
following: 

Francis  J.  Bean,  M.D. 

Owen  L.  Cranmer,  M.D. 

Arthur  V.  Dudley,  M.D. 

Stepan  S.  Gulesserian,  M.D. 

Lawrence  M.  Haas,  M.D. 

R.  Donald  Hagerman,  M.D. 

Clifford  J.  Harris,  Jr.,  M.D. 

Louis  Hirseh,  M.D. 

John  W.  Kennedy,  M.D. 

T.  L.  Lothman,  M.D. 

Robert  L.  Nelson,  M.D. 

Seymour  I.  Shapiro,  M.D. 

G.  Scott  Tyler,  M.D. 

Signature  not  identifiable 

Dr.  Lovett  presented  “An  Outline  of  the  Possibilities 
and  Alternatives  Involved  in  Medical  Association/Blue 
Shield  Relationships’’  which  was  prepared  by  Mr.  John 
C.  Foster  at  the  request  of  Dr.  Lovett. 
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The  chairman  excused  the  guests  at  this  point  and 
lengthy  discussion  and  debate  ensued,  culminating  in 
the  following  series  of  motions: 

RECOMMENDATIONS  TO  THE  BOARD 
OF  DIRECTORS 

1.  Continued  Association 

It  was  moved  and  carried  that  this  Committee  recom- 
mend to  the  Board  of  Directors  of  the  Arizona  Medical 
Association  that  the  Arizona  Medical  Association  continue 
to  be  associated  with  Arizona  Blue  Shield  Medical  Serv- 
ice. 

No  Articles  of  Incorporation  or  Bylaws  changes  need- 
ed. 

2.  Corporate  Body  and  Board  of  Directors 

It  was  moved  and  carried  that  this  Committee  recom- 
mend to  the  Board  of  Directors  of  the  Arizona  Medical 
Association  that  the  Corporate  Body  of  Arizona  Blue 
Shield  Medical  Service  (the  House  of  Delegates  of  the 
Arizona  Medical  Association  and  a few  others  listed  in 
Article  XI  of  the  Articles  of  Incorporation)  be  retained 
and  that  it  elect  the  members  of  the  Board  of  Directors 
of  Arizona  Blue  Shield  Medical  Service. 

Already  provided  for.  See  Article  VI  of  the  Articles 
of  Incorporation  and  Article  II,  Section  7 of  the  By- 
laws. 

3.  Terms  of  Office 

It  was  moved  and  carried  that  this  Committee  recom- 
mend to  the  Board  of  Directors  of  the  Arizona  Medical 
Association  that  the  terms  of  office  of  members  of  the 
Arizona  Blue  Shield  Medical  Service  Board  of  Directors 
be  two  years,  that  the  mechanism  for  the  changeover  of 
terms  be  compatible  with  an  orderly  transition. 

Article  III,  Section  3 of  the  Bylaws  will  have  to  be 
amended. 

4.  Participation  as  a Board  Member 

It  was  moved  and  carried  hat  this  Committee  recom- 
mend to  the  Board  of  Directors  of  the  Arizona  Medical 
Association  than  an  Arizona  Blue  Shield  Medical  Serv- 
ice Board  Member  who  misses  three  meetings  in  one 
year  will  be  dropped  from  Membership  and  may  not  be 
reappointed  during  the  remainder  of  his  term.  Such  va- 
cancy to  be  filled  as  provided  by  the  Bylaws. 

Article  III,  Section  1 of  the  Bylaws  already  empowers 
the  Board  to  “make  rules  and  regulations  for  its  own 
government.’  The  Board  would  need  to  adopt  such 
a rule. 


5.  Nominating  Committee  Appointments 

It  was  moved  and  carried  that  this  Committee  recom- 
mend to  the  Board  of  Directors  of  the  Arizona  Medical 
Association  that  the  Nominating  Committee  of  Arizona 
Blue  Shield  Medical  Service  be  appointed  by  the  Presi- 
dent of  the  Arizona  Medical  Association.  That  the  com- 
mittee be  composed  of  five  members  chosen  as  follows: 
one  physician  member  of  the  Board  of  Directors  of  Ari- 
zona Blue  Shield  Medical  Service,  one  physician  mem- 
ber of  the  Medical  Review  Committee  of  Arizona  Blue 
Shield  Medical  Service,  two  physician  members  of  the 
Arizona  Medical  Association,  neither  of  whom  have 
served  on  the  Board  of  Directors  of  Arizona  Blue  Shield 
Medical  Service,  and  one  non-physician. 

Article  IV,  Section  4 of  the  Bylaws  would  need  to  be 
amended. 

6.  Number  of  Candidates 

It  was  moved  and  carried  that  this  Committee  recom- 
mend to  the  Board  of  Directors  of  the  Arizona  Medical 
Association  that  the  Nominating  Committee  of  Arizona 
Blue  Shield  Medical  Service  should  nominate  one  or 
more  candidates  for  each  opening  on  the  Board  of 
Directors  and  Medical  Review  Committee  of  Arizona 
Blue  Shield  Medical  Service,  with  provision  for  addi- 
tional nominations  from  the  floor. 

Same  comment  as  above. 

7.  Articles  & Bylaws 

It  was  moved  and  carried  that  this  Committee  recom- 
mend to  the  Board  of  Directors  of  the  Arizona  Medical 
Association  that  the  Corporate  Body  of  Arizona  Blue 
Shield  Medical  Sendee  is  to  retain  the  exclusive  right 
to  amend  the  Articles  of  Incorporation  and  Bylaws  of 
Arizona  Blue  Shield  Medical  Service. 

Already  provided  for  by  statute  and  by  Article  III, 
Section  1 of  the  By  laws,  and  Article  IX  of  the  Articles 
of  Ineorpoation. 

8.  Officers  of  Board  of  Directors 

It  was  moved  and  carried  that  this  Committee  recom- 
mend to  the  Board  of  Directors  of  the  Arizona  Medical 
Association  that  the  Board  of  Directors  of  Arizona  Blue 
Shield  Medical  Service  will  nominate  and  elect  the 
Officers  of  the  Board  of  Directors  of  the  Arizona  Blue 
Shield  Medical  Service. 

Annual  election  of  officers  by  the  Board  is  already 
provided  for  in  Article  VI  of  the  Articles  of  Incor- 
poration. 
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9.  Medical  Review  Committee 

It  was  moved  and  carried  that  this  Committee  recom- 
mend to  the  Board  of  Directors  of  the  Arizona  Medical 
Association  that  the  present  mechanisms  relating  to  the 
Medical  Review  Committee  remain  unchanged,  that  the 
Medical  Review  Committee  is  to  nominate  and  elect 
its  own  officers  and  that  the  chairman  of  the  committee 
will  automatically  be  a member  of  the  Board  of  Direc- 
tors of  the  Arizona  Blue  Shield  Medical  Service. 
Provided  for  in  Article  IX  of  the  Articles  of  Incor- 
poration, and  Article  III,  Section  3 and  Article  IV,  Sec- 
tion 2(a)  of  the  Bylaws. 

10.  Agendas  of  Respective  Board  of  Directors 

It  was  moved  and  carried  that  this  Committee  recom- 
mend to  the  Board  of  Directors  of  the  Arizona  Medical 
Association  that  each  organization  (Arizona  Blue  Shield 
Medical  Service  and  the  Arizona  Medical  Association) 
have  a regular  place  on  the  agendas  for  their  respec- 
tive Board  meetings  providing  for  a report  on  the  per- 
tinent activities  of  the  other  organization. 

This  requires  voluntary  action  only  by  the  respec- 
tive chairmen. 

11.  Blue  Cross/Blue  Shield 

It  was  moved  and  carried  that  this  Committee  recom- 
mend to  the  Board  of  Directors  of  the  Arizona  Medical 
Association  that  the  Boards  of  Directors  of  Arizona  Blue 
Cross  and  Arizona  Blue  Shield  Medical  Service  not  be 
merged. 

Recommendation  only.  No  amendments  required. 
Procedural  Steps  for  the  Future 

It  being  recognized  that  the  above  recommendations 
have  possible  legal  implications,  they  are  to  be  re- 
viewed by  legal  counsel  for  the  Arizona  Medical  Asso- 
ciation and  legal  counsel  for  Arizona  Blue  Shield  Medi- 
cal Service  in  conjunction  with  Bruce  E.  Robinson, 
Executive  Director. 

Following  such  review  and  placing  these  changes  in 
the  proper  form  for  presentation  to  the  corporate  body, 
they  are  to  be  mailed  to  the  committee  and  Mr.  John 
C.  Foster  for  review  and  comment.  Following  that  pro- 
cedure, the  chairman  will  determine  whether  a subse- 
quent meeting  will  be  desirable  before  forwarding  these 
recommendations  to  the  Board  of  Directors  of  the  Ari- 
zona Medical  Association.  It  is  hoped  that  the  above 
steps  can  be  accomplished  well  in  advance  of  the  meet- 
ing of  the  Board  of  Directors  scheduled  for  February 
17,  1974. 

Meeting  adjourned  4:38  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 

MEDICAL  EDUCATION  COMMITTEE 

Meeting  of  the  Medical  Education  Committee  of 
the  Arizona  Medical  Association,  Inc.,  held  at  810  W. 
Bethany  Home  Road,  Phoenix,  Arizona,  Thursday,  No- 
vember 15,  1973,  a quorum  being  present,  convened  at 
7:48  p.m.,  Robert  E.  T.  Stark,  M.D.,  Chairman,  presid- 
ing. 

MINUTES 

The  minutes  of  the  meeting  held  September  27,  1973 
were  approved  as  distributed. 

UNIVERSITY  OF  ARIZONA  — 
COLLEGE  OF  MEDICINE 


CONTINUING  MEDICAL  EDUCATION 
ADVISORY  COMMITTEE 

It  was  announced  that  Edward  Sattenspiel,  M.D., 
was  appointed  to  an  Advisory  Committee  of  the  Col- 
lege of  Medicine  to  study  their  role  in  continuing 
medical  education. 

DIVISION  OF  CONTINUING  EDUCATION 
UNIVERSITY  OF  ARIZONA 

There  was  considerable  discussion  regarding  a pro- 
posed resolution  favoring  a Division  of  Continuing  Edu- 
cation under  the  Vice-President,  Department  of  Health 
Sciences,  University  of  Arizona,  as  follows: 

WHEREAS,  Continuing  education  for  the  health  pro- 
fessions is  now  an  important  requirement  in  the 
maintenance  of  competence  by  individuals  practic- 
ing in  these  professions,  and 

WHEREAS,  The  University  of  Arizona  through  its 
Vice-President  for  Health  Sciences  can  cal!  upon 
expertise  in  the  educational  and  health-related  insti- 
tutions throughout  the  state,  including  recognized 
faculty  members  now  engaged  in  teaching  of  the 
health  sciences,  it  should  be  possible  to  provide 
continuing  education  opportunities  to  all  health  pro- 
fessionals in  the  State  of  Arizona,  and 

WHEREAS,  The  Board  of  Regents  of  the  Arizona 
universities  have  expressed  a positive  intent  to  sup- 
port continuing  education  endeavors  in  the  health 
sciences,  and 

WHEREAS,  The  continuing  education  endeavors  of 
the  Arizona  Regional  Medical  Program  in  its  present 
format  encompassing  physicians,  nurses,  and  allied 
health  personnel  will  find  its  financial  position  at 
hazard  on  June  30,  1974,  when  federal  funding  of 
this  program  will  terminate;  therefore  be  it 

RESOLVED,  That  establishment  of  a Division  of  Con- 
tinuing Education  in  the  health  sciences  is  an  ur- 
gent matter  requiring  prompt  action.  It  would  be 
the  plea  of  the  Arizona  Medical  Association  to  the 
Board  of  Regents  that  establishment  of  the  afore- 
mentioned Division  should  be  accomplished  well 
before  the  date  of  June  30,  1974,  and  be  it  further 

RESOLVED,  That  the  Board  of  Directors  of  the  Ari- 
zona Medical  Association  go  on  record  as  recom- 
mending that  the  Division  of  Continuing  Education 
in  the  health  sciences  be  the  direct  responsibility 
of  the  Vice-President  for  Health  Sciences,  Univer- 
sity of  Arizona. 

It  was  moved  and  carried  to  table  the  resolution 
for  further  study. 

OREGON  MEDICAL  ASSOCIATION 
REPORT  A,  SEPTEMBER.  1973 

Discussion  ensued  on  the  programs,  as  developed  and 
adopted  by  the  Oregon  Medical  Association  with  the 
University  of  Oregon  Medical  School  and  the  Oregon 
Regional  Medical  Program,  cosponsoring  a series  of  con- 
tinuing medical  education  courses  in  14  Oregon  com- 
munities. It  was  suggested  that  we  look  into  the  suc- 
cess of  this  program  before  further  consideration  in 
Arizona. 

Meeting  adjourned  9:10  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 
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MEDICAL  ECONOMICS  COMMITTEE 

Meeting  of  the  Medical  Economics  Committee  of 
the  Arizona  Medical  Association,  Inc.,  held  Sunday, 
November  18,  1973,  at  810  W.  Bethany  Home  Road, 
Phoenix,  Arizona,  convened  at  1:23  p.m.,  Richard  S. 
Armstrong,  M.D.,  Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  March  25,  1972, 
were  approved  as  distributed. 

PENSION  PLAN  PRESENTATION 

Mr.  John  H.  White  of  Kidder,  Peabody  and  Company 
of  San  Francisco  described  the  program  that  they  are 
providing  the  Alameda-Contra  Costa  Medical  Associa- 
tion and  others  as  follows: 

“The  Alameda-Contra  Costa  Medical  Association  has 
established  a variable  form  master  Keogh  Plan,  a profit- 
sharing  plan  for  medical  corporations,  and  a pension 
plan  for  medical  corporations.  All  three  are  tax-qualified 
retirement  plans  under  the  Internal  Revenue  Code,  and 
contributions  made  to  the  plans  will  be  deductible  from 
taxable  income  and  will  not  be  recognized  as  income 
to  the  participant  until  received. 

The  plans  allow  the  physician,  a partnership  of  phy- 
sicians, or  a professional  corporation  to  elect  various 
eligibility,  contribution,  and  vesting  formulae  at  their 
discretion. 

Contributions  made  under  these  plans  will  be  de- 
posited in  a pooled  trust,  established  by  the  ACCMA 
with  Bank  of  America  as  Trustee.  The  Trustee  will  re- 
ceive all  moneys,  will  act  as  custodian  of  funds  and 
securities,  and  will  make  to  IRS  and  other  government 
agencies  reports  required  of  a Trustee. 

National  Cash  Register  Company  will  keep  individual 
accounts  of  all  participants,  both  doctors  and  their  em- 
ployees, and  will  submit  annually  to  the  doctor  item- 
ized statements  of  all  transactions  which  have  occurred 
for  each  account  during  the  prior  year,  together  with 
the  value  of  each  retirement  account  at  that  time. 

Four  investment  options  are  available  to  each  par- 
ticipant, who  may  individually  decide  to  use  any  or 
all  of  these  options  and  to  change  them  as  his  invest- 
ment objectives  change.  All  portfolios  will  be  managed 
by  the  Bank  of  America  Trust  Department: 

1.  An  interest-bearing  bank  account. 

2.  A high  income  conservation-of-capital  account. 

3.  A conservative  long-term  growth  account,  in  which 
investment  recommendations  will  be  made  by  Harris, 
Bretall  & Maceldowney,  351  California  Street,  San  Fran- 
cisco. 

4.  An  aggressive  growth  account,  in  which  investment 
recommendations  will  be  made  by  the  Lionel  Edie  Co., 
601  International  Building,  San  Francisco. 

The  broker  is  Mr.  John  White,  of  Kidder,  Peabody  & 
Co.,  Inc.,  100  Bush  Street,  San  Francisco.  Pie  will  pro- 
vide continuous  consultant  service  to  the  ACCMA  and 
individual  members.  The  broker,  accounting  service,  bank 
trustee,  and  all  investment  managers  and  advisors  are 
under  continuous  supervision  by  the  Association,  and 
subject  to  change  at  will. 

The  ACCMA  will  provide  each  physician,  partner- 
ship or  corporation  with  the  documents  necessary  to 
adopt  its  desired  plan  and  trust.  Upon  execution  (in 


triplicate)  and  return  (in  duplicate)  of  the  adoption  agree- 
ments to  the  ACCMA,  and  Trustee  will  establish  the 
Trust. 

Contributions  may  be  made  at  any  time,  in  any 
amount  up  to  limits  set  forth  in  the  plan.  Forms  will 
be  provided  to  each  office  for  this  purpose  and  are 
enclosed  herewith.  Confirmations  of  each  contribution 
and  its  allocation  to  one  of  the  investment  options  will 
be  returned  to  the  originating  office,  together  with  an 
additional  set  of  forms  for  making  the  next  contribution. 

Upon  death,  disability,  retirement  or  termination  of 
employment,  a choice  of  methods  is  available  by  which 
funds  may  be  withdrawn.  These  include  purchase  of 
annuities,  lump  sum  or  installment  withdrawal,  or  sys- 
tematic withdrawal  programs  which  may  be  adjusted 
to  changing  needs.  Moneys  remaining  in  the  program 
after  retirement  remain  tax  sheltered  and  under  profes- 
sional management  until  withdrawn. 

The  costs  of  the  program  are  as  follows: 

ACCMA  administrative  fees  (these  may  be  changed  at 
the  discretion  of  ACCMA):  $20  per  office,  partnership  or 
corporation  per  annum;  plus  $10  per  annum  per  partici- 
pant, except  the  first  participant. 

Trustee  administrative  fee:  Vi  of  1%  of  the  total  value 
of  cash  and  securities  in  the  trust.  This  percentage  will 
decrease  as  the  size  of  the  trust  increases. 

Accounting  fees: 

$7.50  per  year  per  participant. 

$6.00  charge  to  set  up  each  account  in  each  port- 
folio and  each  time  a new  participant  is  added. 

$1.00  charge  per  participant  for  a name  or  address 
change  upon  marriage  or  change  of  office,  or  dele- 
tion from  an  account. 

Investment  management  fee:  % of  1%  per  year  of  the 
total  value  of  the  funds  managed;  this  will  decrease  as 
the  size  of  the  fund  increases. 

Brokerage  fees:  will  be  normal  brokerage  fees,  but 
will  have  the  advantage  of  combining  purchases  and  sales 
to  achieve  lower  rates. 

To  ensure  the  favorable  tax  results  which  will  accrue 
from  adoption  of  this  plan,  it  is  urged  that  the  plans 
and  documents  be  reviewed  by  attorneys  or  accountants 
for  the  doctor,  partnership,  or  corporation.  This  is  es- 
pecially important  when  making  election  from  among 
the  various  eligibility  and  vesting  alternatives  available 
under  the  plan.’’ 

Mr.  White  offered  to  provide  members  of  this  Asso- 
ciation a similar  program. 

Many  questions  and  much  discussion  ensued  culmin- 
ating in  the  following  action. 

It  was  moved  and  carried  to  invite  other  Arizona 
firms  to  make  presentations  to  the  Committee.  Mr. 
Robinson  was  also  instructed  to  contact  the  Alameda- 
Contra  Costa  Medical  Association  and  the  Arizona  Den- 
tal Association  for  their  comments  on  the  program. 

INADAQUATE  HEALTH  INSURANCE 
POLICIES 

Dr.  Armstrong  reviewed  the  letter  of  6/27/73  from 
Bernard  W.  Simons,  Jr.,  M.D.,  regarding  the  problem 
of  marketing  inadequate  health  insurance  policies.  Con- 
siderable discussion  occurred  covering  the  many  aspects 
of  the  problem.  Many  suggestions  were  made  as  to  the 
role  of  ArMA  in  solving  this  problem. 
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It  was  moved  and  carried  that  the  Chairman  and  Staff, 
perhaps  with  the  help  of  the  Bar  Association,  to  investi- 
gate the  present  mechanism  used  for  Health  Insurance 
Companies  to  become  licensed  in  Arizona.  Following 
the  investigation,  a report  is  to  be  made  back  to  this 
Committee. 

The  question  of  what  mechanism  is  available  for  phy- 
sicians who  have  problems  with  insurance  companies  was 
raised.  It  was  pointed  out  that  there  is  no  mechanism 
at  present  except  for  Maricopa  County  and  several  spe- 
cific situations  such  as  Arizona  Blue  Shield,  Workmen’s 
Compensation,  and  Aetna,  as  far  as  problems  relating 
to  Medicare  Part-B. 

It  was  moved  and  carried  that  this  Committee  should 
involve  itself  to  a much  greater  degree  as  an  Insurance 
Review  Committee  to  help  represent  the  physician  and 
his  patients  when  problems  arise  with  the  insurance 
companies.  This  activity  is  to  be  in  concert  with  existing 
County  Medical  Society  programs. 

PHASE  IV  — COST  OF  LIVING  COUNCIL 

The  Cost  of  Living  Council’s  Proposed  Rules  for 
Health  Care  as  published  November  7,  1973,  and  other 
related  material  were  reviewed  by  the  committee.  Great 
concern  was  expressed  over  the  discriminatory  nature  of 
the  proposed  rules.  It  was  recommended  that  the  mem- 
bership be  advised  of  this  matter  as  soon  as  possible. 
Mr.  Robinson  stated  that  it  would  be  part  of  a Medical 
Memo  to  be  mailed  November  20,  1973. 

Following  much  discussion,  the  following  actions  were 
taken: 

A.  It  was  moved  and  carried  to  recommend  to  the 
Board  of  Directors  that  ArMA  support  the  California 
Medical  Association  position  on  Phase  IV  as  outlined 
in  their  letter  of  November  9,  1973. 

B.  It  was  moved  and  carried  to  recommend  to  the 
Board  of  Directors  that  they  consult  legal  counsel  to 
determine  what  steps  this  Association  can  legally  take 
to  counter  the  Cost  of  Living  Council’s  proposed  rules 
on  health  care  as  published  November  7,  1973.  The 
“steps’  referred  to  would  be  over  and  above  the  filing 
of  written  statements,  which  is  currently  being  done. 

C.  It  was  moved  and  carried  to  recomend  to  the 
Board  of  Directors  that  ArMA  recommend  that  Blue 
Shield  not  offer  to  be  the  monitoring  agency  for  the 
Cost  of  Living  Council’s  Phase  IV  Rules  and  Regulations. 

MEDICAL  LEGAL  PANELS 

The  chairman  reviewed  William  R.  Myers,  M.D.’s 
letter  of  July  24,  1973  and  October  30,  1973  regarding 
the  need  to  pool  the  national  experience  about  medical- 
legal  panels. 

Mr.  Philip  Weeks,  lawyer  co-chairman  of  the  Maricopa 
Medical-Legal  Panel  reviewed  the  experience  of  that 
organization. 

Mr.  Weeks  suggested  that  he,  in  conjunction  with  the 
Maricopa  Bar  Association  staff,  would  attempt  to  put 
together  a survey  of  various  medical-legal  panels  in  an 
attempt  to  assess  their  effectiveness. 

UNION  MOVEMENT  IN  ARIZONA 

William  Davis,  M.D.  of  Tucson  was  introduced  by 
the  chairman  and  made  the  following  report: 

“Dissatisfaction  with  wages,  hours  and  working  condi- 
tions are  really  the  stuff  that’s  the  breeding  ground  of 


unionism.  And  this  of  course  we  saw  very  successfully 
enacted  starting  in  the  late  60s  in  problems  at  the 
University  of  Louisville,  the  University  of  Michigan  and 
USC,  with  the  house  staff  uprisings.  These  things  were 
largely  a success  because  they  met  the  basic  criteria  in 
any  kind  of  collective  bargaining  in  employer-employee 
relationships.  These  continue  to  be  a success,  and  ac- 
tually define  the  conditions  of  employment.  They  are 
now  working  on  patient  care.  In  these  three  areas,  these 
three  groups  are  now  involved  in  litigation  again  with 
describing  what  is  a ‘working  condition.’ 

You  ask  me  to  fulfill  a contract  and  deliver  a cer- 
tain amount  of  care,  and  I find  that  staff  lab  work  won’t 
come  back  for  two  weeks,  on  an  EKG  seen  in  the  base- 
ment of  this  county  hospital  at  12  o’clock  at  night  doesn’t 
work,  and  there  isn’t  a technician  on  duty,  etc.,  etc. 
They  seem  to  be  making  a lot  of  progress  in  this  area. 

After  the  house  staff  success,  the  regular  practicing 
physicians  took  it  up  three  or  four  years  ago,  and  sev- 
eral unions  — individual  states  and  areas  around  the 
country  — got  together  in  January  27-28  of  this  year 
in  Nevada  to  form  an  amalgamated  federation  of  unions 
— the  American  Federation  of  Physicians  and  Dentists. 
It  started  off  with  a group  of  10,000  people  and  are 
pushing  pretty  close  to  20,000  paid  members  now,  and 
fvy.'nrr  to  break  30,000  by  the  one-year  date  — Feb.  29, 
1974. 

r vvo  important  things  were  decided  in  Nevada  this 
year  — that  they  would  not  be  affiliated  with  AFL-CIO. 
The  reason  for  this  was  not  lose  control  — they  didn’t 
want  to  have  the  hospital  workers  or  the  automobile 
workers,  and  somebody  else  going  on  a strike,  then  they 
would  have  to  participate  in  it  to  get  them  as  active 
problem  solvers  out  of  the  area  of  health  care  delivery 
and  particularly  out  of  the  area  of  how  physicians  par- 
ticipate in  health  care.  While  the  physician’s  union,  how- 
ever, is  a member  of  the  AFL-CIO,  it  is  also  a member 
of  this  Federation  — I think  that  ’s  why  they  call  it  a 
Federation. 

Notably,  the  people  who  are  behind  the  reason  for 
unionism  and  why  they  got  together  was  the  very 
thing  that  we’ve  discussed  here  today  — and  I’m  not 
going  to  go  over  that  again  — and  that  is  the  fact  that 
the  constitutions  and  bylaws  of  the  AMA  and  state 
societies  are  not  fixed  up  to  let  you  act  as  a bargaining 
group  in  any  legal  manner.  As  a matter  of  fact,  the 
actual  legality  of  how  doctors  are  going  to  work  in  the 
union  and  to  go  to  arbitration,  and  to  be  excluded  from 
the  Sherman  Anti-trust  are  not  even  settled  for  the 
doctors’  unions  yet.  The  other  impetus  for  unionism  was 
the  fact  that  we’re  going  to  have  national  health  insur- 
ance in  some  form  — maybe  not  this  year,  maybe  not 
next  year,  maybe  not  five  years  from  now,  but  certainly 
within  the  next  ten  years.  This  eventually  is  going  to 
put  us  in  the  position  of  an  employer-employee  relation- 
ship. How  it’s  developed,  what  kind  of  input  unionism 
can  have  into  it  on  collective  bargaining  — this  is  what 
we  discussed  earlier.  The  feeling  on  the  national  level 
and  particularly  with  our  state  chapters  is  that  we  can’t 
really  do  anything  very  important  at  this  time.  What 
we  can  do  is  educate  ourselves  and  cope  with  these  prob- 
lems as  they  come  up,  until  we  actually  have  a defined 
national  health  insurance  or  an  employer-employee  rela- 
tionship. 
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The  three  most  powerful  groups  are  the  group  in 
New  York  City,  the  Physicians  Union  in  Reno,  Nevada, 
and  the  group  in  San  Francisco  that  Stanford  Marcus, 
M.D.  heads  up.  The  biggest  things  that  they  have  done 
- the  New  York  group,  for  instance,  has  an  injunction  to 
stop  the  triple  narcotics  form  being  filled  out  by  state 
decree.  They  say  every  time  you  write  a prescription 
that’s  got  demarol  or  codein  on  it,  you’ve  got  to  fill  out 
a triplicate  and  send  one  to  the  state,  and  one  here,  one 
there.  They  said  this  got  in  the  way  of  delivery  of 
health  care  and  held  up  care  for  the  patient.  They’ve 
got  a court  injunction  against  it,  and  it’s  still  in  the 
courts,  and  they’re  not  doing  it,  they’re  not  filling  out 
the  forms.  A little  thing,  but  it’s  something  that  they’re 
doing  as  a group. 

The  Nevada  group  has  been  very,  very  successful  in 
. . . that  they  have  a contract  with  two  hospitals  in 
Nevada,  one  is  a 500-bed  hospital  and  one’s  some  sev- 
eral other  hundred  beds  — that  the  utilization  committee 
do  all  peer  review  and  PSRO  type  of  review  for  patients 
coming  in  and  out  of  the  hospital.  This  is  written  in  a 
contract,  and  one  of  the  phases  of  this  contract  is  that 
if  this  private  hospital  is  sold  to  a community  non-profit 
hospital  or  anyone  else,  it  doesn't  void  the  control  of  this 
quality  care  review  — it  still  will  be  the  utilization  com- 
mittee, totally  controlled  by  the  union.  Of  course,  they 
have  a tremendous  thing  where  75%  to  80%  of  all 
doctors  belongs  to  the  union,  so  they’ve  been  able  to 
do  this. 

In  the  San  Francisco  group,  the  most  active  and  effec- 
tive thing  that  they’ve  done  is  to  have  an  insurance  re- 
view committee  — really  sort  of  made  up  of  half  a dozen 
physicians,  actually  run  by  two  secretaries,  where  they 
take  an  insurance  complaint  and  they  run  it  down  — 
they  call  up  the  insurance  company  and  they  say,  we 
need  some  facts,  we’ve  got  a little  problem  here  with 
the  doctors’  union  calling,  they’re  going  to  have  this  big 
claim,  and  everybody  gets  disturbed  and  they  run 
around  and  gather  data  and  they  usually  pay  the  claim. 
Here  again  they  haven’t  really  had  to  take  this  thing 
to  court,  it’s  just  a club  in  having  a group  of  people 
be  interested  in  settling  what  seems  to  be  a simple  claim, 
whether  it’s  $100  or  $1000  — it’s  been  very  effective. 

Areas  that  the  national  unions  are  looking  at  and 
thinking  about  attacking  as  soon  as  the  membership 
participation  allows,  are  things  like  inequities  in  fees, 
which  we  live  with  every  day  in  this  state  — whereby  a 
new  surgeon  can  come  into  town  and  charge  x-number 
of  dollars  for  the  same  service  to  a gall  bladder,  and 
older  surgeons  being  in  practice  for  ten  years  can  get 
two  or  three  hundred  dollars  less  for  the  same  service, 
although  both  may  be  members  of  the  state  society  and 
are  board-certified  in  General  Surgery,  etc.,  etc. 

How  Medicaid  contracts  are  being  serviced  is  another 
area.  PSRO  peer  review  is  another  area.  Probably  the 
hottest  areas  are  the  contracts  with  community  non- 
profit hospitals,  and  the  function  of  medical  staff,  and 
their  ability  to  strike  at  non-profit  community  hospitals. 
Every  successful  strike  by  every  doctor’s  union  so  far 
has  been  against  a privately-owned  hospital.  Most  state 
labor  relations  boards  prohibit  you  to  strike  a non-profit 
community  hospital. 

The  definitions  of  what  constitute  a contract  — does 


it  have  to  be  wages  alone,  wages  and  hours  together, 
or  conditions  of  employment  alone?  The  national  legal 
position  of  the  union  on  this  is  that  conditions  of  em- 
ployment constitute  a contract.  If  you  go  in  and  sign 
something  in  a hospital  that  you  work  in  that  says  you 
will  go  to  this  committee  and  participate  in  such  a man- 
ner, and  do  this,  that  and  the  other,  carry  so  much  mal- 
practice insurance  in  order  to  be  allowed  to  practice 
in  a hospital  — this  determines  the  condition  of  employ- 
ment and  as  such  is  a contract  that  can  be  used  for  a 
bargaining  position.  This  will  have  to  go  through  indi- 
vidual state  litigation  before  it’s  settled  — this  is  one 
of  the  hottest  areas  for  the  unions. 

To  get  down  to  our  own  union  — at  Pima  County, 
there  are  about  500  members  of  the  Pima  County  Medi- 
cal Society,  and  there  are  only  22  dues-paying  members 
in  the  Southern  Arizona  Chapter  of  the  American  Fed- 
eration of  Physicians  and  Dentists  — a small  number. 
Everyone  realizes  that  the  main  impetus  of  our  group 
is  to  raise  membership,  because  without  the  critical  par- 
ticipation, you  can’t  get  anything  done  — I think  this 
was  seen  very  effectively  last  year  when  a union  with 
7500  physicians  (under  Phase  IV  you  could  not  raise 
your  fees)  got  a fee  raise  for  their  doctors  of  12%.  The 
HEW  guy  was  put  to  the  wall  and  asked,  why  did  you 
allow  this  to  happen?  He  said,  “did  you  every  try  to 
talk  to  7500  doctors  that  talked  with  one  voice?”  They 
got  the  problem  settled  right  there. 

There  is  no  question  that  collective  bargaining  has 
never  failed  to  produce  and  improve  conditions  for  the 
people  that  went  to  collective  bargaining.  It  may  have 
cost  individual  miners  three  months  or  six  months  of 
pay,  but  when  they  went  back  to  work,  their  working 
conditions  — more  hours,  more  wages  — were  better 
than  when  they  went  out  and  started  collective  bar- 
baining.  There  are  tremendous  legal  problems  at  the 
national  level  as  to  how  we’re  going  to  define  an  em- 
ployer-employee relationship,  whether  or  not  we  ll  ac- 
tually be  allowed  to  function  as  a union,  to  go  to  arbi- 
tration, and  to  be  excluded  from  the  Sherman  Anti- 
trust act.  These  are  the  biggest  problems  that  we’re  going 
to  have  to  solve  on  the  national  level.  The  national 
organization  helps  the  local  chapters  primarily  in  two 
ways  — they  give  legal  councel  on  individual  problems 
that  come  up  in  states  or  with  local  chapters.  And  num- 
ber two,  they  help  you  with  organization.  The  guys  that 
we’ve  got  to  beat  out  of  the  door  constantly  are  the 
AFL-CIO,  who  are  masters  at  organization,  and  would 
love  to  come  in  and  help  everybody  organize  — but 
then  you  lose  your  control. 

Next  month  at  the  Pima  County  Medical  Society  meet- 
ing, the  President  of  the  San  Francisco  union,  Dr.  Stan- 
ford Marcus,  is  going  to  talk  about  “Why  Unionism,” 
where  it’s  going,  what  we’re  going  to  do,  etc.  He’s  the 
vice  president  of  the  national  organization,  probably 
the  best  spokesman.  If  any  of  you  have  ever  heard 
Stanley  Peterson,  M.D.  who  is  the  president,  he’s  been 
a delegate  to  AMA  for  years,  and  Chairman  at  present 
of  the  Missouri  State  Medical  Society,  and  Speaker  of 
the  Missouri  House  for  years,  and  a fine  fellow  and 
a nice  person  — but  he’s  not  a big  salesman,  and  not 
quite  the  driving  kind  of  guy  we’re  trying  to  get  in 
Tucson  to  help  educate  people  about  the  role  of  union- 
ism in  America. 
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I'd  say  that  there  are  really  more  problems  with 
defining  effectivenes  sof  the  union  than  there  are  things 
that  unions  can  do  today.  The  questions  that  they’re 
concerned  with  are  the  questions  that  we’ve  dealt  with 
today  — medical  economics  — how  do  you  participate  — 
how  do  you  control  your  working  environment  — what 
effect  does  this  have  on  your  patients.  There’s  not  too 
much  else  that  I can  say,  I could  talk  for  three  hours  on 
the  subject.  But  the  problems  in  a nutshell  are  where 
we  are  and  where  we  are  going.” 

Many  questions  were  posed  and  answered  and  con- 
siderable discussion  ensued  ending  with  the  following 
action: 

It  was  moved  and  carried  to  recommend  to  the  Board 
of  Directors  that  they  direct  the  Scientific  Assembly 
Committee  to  include  a panel  on  the  subject  of  phy- 
sicians’ unions  in  the  1974  meeting  program. 

OTHER  BUSINESS 

Considerable  discussion  ensued  on  the  need  to  com- 
municate the  activities  of  this  committee  to  the  general 
membership.  It  was  noted  that  the  minutes  would  be 
published  in  Arizona  Medicine. 

It  was  moved  and  carried  that  members  of  this  Com- 
mittee would  make  every  effort  to  discuss  the  activities 
of  this  Committee  with  the  members’  respective  hospital 
medical  staffs. 

Meeting  adjourned  4.58  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 

EXECUTIVE  COMMITTEE 

Meeting  of  the  Executive  Committee  of  the  Arizona 
Medical  Association,  Inc.,  held  at  810  West  Bethany 
Home  Road,  Phoenix,  Arizona,  on  Saturday,  November 
24,  1973,  a quorum  being  present,  convened  at  3:09 
p.m.,  Philip  E.  Dew,  M.D.,  president  and  chairman, 
presiding. 

MINUTES 

Minutes  of  the  meeting  held  September  15,  1973, 
were  approved  as  distributed. 

ArMA/AMA  BYLAWS  CONFLICT 

Mr.  Robinson  pointed  out  the  conflict  between  ArMA’s 
and  AMA’s  Bylaws  as  they  relate  to  paying  past  years’ 
dues  by  physicians  who  drop  from  membership  and  then 
rejoin. 

It  was  moved  and  carried  to  refer  this  matter  to  the 
Articles  of  Incorpation  and  Bylaws  Committee  with  the 
recommendation  that  they  draft  Bylaws  changes  that 
would  place  the  Arizona  Medical  Association’s  Bylaws 
in  conformance  with  that  of  the  American  Medical  Asso- 
ciation. Report  to  the  Board  of  Directors  to  be  made 
at  its  February  meeting. 

AMA  LEADERSHIP  CONFERENCE 

It  was  determined  that  William  C.  Scott,  M.D.,  Wil- 
liam G.  Payne,  M.D.,  and  Bruce  E.  Robinson  would 
represent  the  Association  at  the  AMA  Leadership  Con- 
ference scheduled  for  January  25-27,  1974. 

REVIEW  OF  AGENDA 

The  committee  reviewed  the  agenda  for  the  Board 
of  Directors  meeting  and  agreed  on  a number  of  recom- 
mendations. 


Meeting  adjourned  4:55  p.m. 

Edward  Sattenspiel,  M.D. 
Secretary 


AD  HOC  COMMITTEE  ON  AMA 
DELEGATE  SELECTION 

The  meeting  of  the  Ad  Hoc  Committee  on  AMA 
Delegate  Selection  of  the  Arizona  Medical  Association, 
Inc.  held  November  24,  1973  at  810  W.  Bethany  Home 
Road,  Phoenix,  AZ,  convened  at  5:26  p.m.  Charles  E. 
Henderson,  M.D.,  Chairman  presiding. 

DETERMINATION 

Dr.  Henderson  reviewed  the  material  from  the  AMA 
to  the  effect  that,  with  few  exceptions,  other  state 
asociations  utilize  a system  very  similar  to  Arizona’s  to 
choose  their  AMA  Delegates. 

Considerable  discussion  transpired  over  the  many 
aspects  of  this  problem  culminating  in  the  following 
action: 

It  was  moved  and  carried  to  make  no  recommenda- 
tion for  changing  the  present  method  of  AMA  Delegate 
selection. 

Meeting  adjourned  5:55  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 

BOARD  OF  DIRECTORS 

The  meeting  of  the  Board  of  Directors  of  the  Ari- 
zona Medical  Association,  Inc.  held  at  810  West  Bethany 
Home  Road,  Phoenix,  Arizona,  Sunday,  November  25, 
1973,  a quorum  being  present,  convened  at  10:07  a.m., 
Philip  E.  Dew,  M.D.,  President  and  Chairman,  presiding. 

WELCOME 

Dr.  Dew  extended  a welcome  to  the  county  medical 
society  presidents  and  the  various  guests.  Edwin  Smith 
gave  the  invocation. 

MINUTES 

The  minutes  of  the  meeting  of  September  16,  1973 
were  approved  as  distributed. 

BOARD  OF  DIRECTORS 

State  Board  of  Health 

Mr.  Robinson  advised  that  the  five-year  term  of  C. 
Herbert  Fredell,  M.D.,  on  the  State  Board  of  Plealth 
will  expire  on  January  21,  1973,  and  names  of  nominees 
to  the  new  five-year  term  should  be  submitted  to  the 
Governor. 

It  was  moved  and  carried  to  submit  to  the  Governor 
the  names  of  the  following  nominees  to  replace  C.  Her- 
bert Fredell,  M.D.,  on  the  State  Board  of  Health  when 
his  five-year  term  expires  January  21,  1974:  Robert  S. 
Ganelin,  M.D.;  Mark  J.  Westervelt,  M.D.;  Joseph  R. 
McAndrews,  M.D.;  George  C.  Bertino,  Jr.,  M.D.;  Albert 
G.  Wagner,  M.D.  Additional  names  to  be  suggested  by 
the  President  of  ArMA  if  required. 

Arizona  Town  Hall 

William  C.  Scott,  M.D.,  reported  on  the  23rd  Arizona 
Town  Hall  held  at  Grand  Canyon  October  14-17,  1973. 
Topic  for  discussion  this  year  was  “The  Cost  and  De- 
livery of  Health  Care  in  Arizona.” 

Medical  Student  Representatives  to  AMA  Conventions 

Letter  of  9/24/73  from  California  Medical  Associa- 
tion stating  that  they  are  partially  subsidizing  the  cost 
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of  sending  one  student  representative  from  each  of  the 
medical  schools  in  California  to  the  Annual  and  Clinical 
sessions  of  the  AMA  received  for  discussion.  CMA  is 
suggesting  that  other  state  medical  associations  follow 
their  example.  It  was  decided  to  refer  the  matter  to 
the  Finance  Committee  for  their  consideration  and  rec- 
ommendation. 

Medicaid  Advisory  Committee 

It  was  noted  that  Representative  Burton  Barr  had 
reconsidered  ArMA’s  request  that  additional  physicians 
be  appointed  to  the  Citizens  Advisory  Committee  on 
Medicaid.  The  additional  appointments  suggested  by 
this  Association  were  made  and  the  new  appointees 
notified  just  prior  to  the  final  meetings  of  the  Com- 
mittee. 

Wallace  A.  Reed,  M.D.,  reported  on  the  activities  of 
the  Citizens  Advisory  Committee  on  Medicaid,  which 
has  met  several  times  from  August  to  November  to  dis- 
cuss possible  adoption  of  Medicaid  legislation  by  the 
Arizona  Legislature.  Final  meetings  were  held  Novem- 
ber 8 and  9,  1973.  The  initial  draft  of  the  report  of 
this  Committee  was  presented  for  information.  When  this 
report  is  finalized,  recommendations  of  the  Advisory 
Committee  will  be  submitted  to  the  Legislative  Council 
Committee  on  Medicaid  for  their  consideration  in  draft- 
ing legislation. 

It  was  moved  and  carried  that  the  Executive  Com- 
mittee be  empowered  to  determine  this  Association’s 
position  regarding  the  proposed  legislation  dealing  with 
Title  XIX  and  Catastrophic  Health  Insurance,  so  that 
policy  decisions  can  be  made  on  a timely  basis  and 
not  have  to  wait  for  scheduled  Board  meetings. 

EXECUTIVE  COMMITTEE 

Building  fund  payment  delinquencies 

A list  of  members  under  suspension  for  non-payment 
of  1973  building  fund  assessment  was  presented  for 
consideration  as  to  whether  the  District  Directors  would 
be  asked  to  contact  them  personally  as  was  done  the 
past  year. 

It  was  moved  and  carried  that  telephone  contact 
would  be  made  by  ArMA  staff  to  members  who  are 
delinquent  in  payment  of  1973  Building  Fund  Assess- 
ment. After  fifteen  days,  those  who  have  not  responded 
will  be  assigned  to  their  respective  district  directors  for 
personal  contact. 

Financial  Statement 

Financial  statement  for  the  ten-month  period  end- 
ing 10/31/73  was  received  and  accepted. 

Change  in  Classification  Approved 

Pima  County  Medical  Society 

Norman  A.  Gerlich,  M.D.  — Active  to  Affiliate  — 

Dues  Exempt  — Effective  1/1/74. 

AD  HOC  BLUE  SHIELD  BLUE  RIBBON 
COMMITTEE 

George  L Hoffmann,  M.D.  letter  8/29/73 

Letter  from  George  L Hoffmann,  M.D.,  urging  that 
Blue  Cross  Administered  FI.M.O.  enrollment  announce- 
ments be  kept  within  appropriate  ethical  bounds  was 
received. 

Relationship  between  Arizona  Blue  Shield 
Medical  Service  and  ArMA 

It  was  moved  and  carried  to  consider  recommenda- 
tions made  by  the  Ad  Hoc  Blue  Shield  Blue  Ribbon 


Committee  concerning  Arizona  Blue  Shield  Medical 
Service/Arizona  Medical  Association  relationship  at  this 
time  instead  of  following  procedure  as  outlined  in 
minutes  of  that  Committee’s  meeting  of  November  11, 
1973. 

Continued  Association 

It  was  moved  and  carried  that  the  Arizona  Medical 
Association  continue  to  be  associated  with  Arizona  Blue 
Shield  Medical  Service. 

Corporate  Body  and  Board  of  Directors 

It  was  moved  and  carried  that  the  Corporate  Body  of 
Arizona  Blue  Shield  Medical  Service  (the  House  of 
Delegates  of  the  Arizona  Medical  Association  and  a 
few  others  listed  in  Article  XI  of  the  Articles  of  In- 
corporation) be  retained  and  that  it  elect  the  members 
of  the  Board  of  Directors  of  Arizona  Blue  Shield  Med- 
ical Service. 

Terms  of  Office 

It  was  moved  and  carried  that  the  term  of  office  of 
members  of  the  Arizona  Blue  Shield  Medical  Service 
Board  of  Directors  shall  be  two  years,  and  that  the 
mechanism  for  the  changeover  of  terms  be  compatible 
with  an  orderly  transition. 

Participation  as  a Board  Member 

It  was  moved  and  carried  that  an  Arizona  Blue 
Shield  Medical  Service  Board  member  who  misses  three 
meetings  in  one  year  will  be  dropped  from  membership 
and  may  not  be  reappointed  during  the  remainder  of 
his  term.  Such  vacancy  to  be  filled  as  provided  by 
the  Bylaws. 

Nominating  Committee  Appointments 

It  was  moved  and  carried  that  the  Nominating  Com- 
mittee of  Arizona  Blue  Shield  Medical  Service  be  ap- 
pointed by  the  President  of  the  Arizona  Medical  Asso- 
ciation; that  the  Committee  be  composed  of  five  mem- 
bers chosen  as  follows:  one  physician  member  of  the 
Board  of  Directors  of  Arizona  Blue  Shield  Medical 
Service;  one  physician  member  of  the  Medical  Review 
Committee  of  Arizona  Blue  Shield  Medical  Sendee;  two 
physician  members  of  the  Arizona  Medical  Association, 
neither  of  whom  have  served  on  the  Board  of  Directors 
of  Arizona  Blue  Shield  Medical  Service;  and  one  non- 
physician. 

Number  of  Candidates 

It  was  moved  and  carried  that  the  Nominating  Com-  • 
mittee  of  Arizona  Blue  Shield  Medical  Service  should 
nominate  one  or  more  candidates  for  each  opening 
on  the  Board  of  Directors  and  Medical  Review  Com- 
mittee of  Arizona  Blue  Shield  Medical  Service,  with 
provision  for  additional  nominations  from  the  floor. 
Articles  of  Incorporation  & Bylaws 

It  was  moved  and  carried  that  the  Corporate  Body  of 
Arizona  Blue  Shield  Medical  Service  is  to  retain  the 
exclusive  right  to  amend  the  Articles  of  Incorporation 
and  Bylaws  of  Arizona  Blue  Shield  Medical  Service. 
Officers  of  Board  of  Directors 

It  was  moved  and  carried  that  the  Board  of  Directors 
of  Arizona  Blue  Shield  Medical  Service  will  nominate 
and  elect  the  officers  of  the  Board  of  Directors  of  the 
Arizona  Blue  Shield  Medical  Service. 

Medical  Review  Committee 

It  was  moved  and  carried  that  the  present  mechan- 
isms relating  to  the  Medical  Review  Committee  remain 
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unchanged;  that  the  Medical  Review  Committee  is  to 
nominate  and  elect  its  own  officers  and  that  the  chair- 
man of  the  committee  will  automatically  be  a member 
of  the  Board  of  Directors  of  the  Arizona  Blue  Shield 
Medical  Service. 

Agendas  of  Respective  Boards  of  Directors 

It  was  moved  and  carried  that  each  organization  (Ari- 
zona Blue  Shield  Medical  Service  and  the  Arizona  Med- 
ical Association)  have  a regular  place  on  the  agendas 
for  their  respective  board  meetings  providing  for  a re- 
port on  the  pertinent  activities  of  the  other  organization. 
Blue  Cross/Blue  Shield 

It  was  moved  and  carried  that  the  Boards  of  Directors 
of  Arizona  Blue  Cross  and  Arizona  Blue  Shield  Medical 
Service  not  be  merged. 

Additional  Suggested  Changes 

It  was  suggested  that  that  portion  of  the  Blue  Shield 
Bylaws  which  gives  the  Corporate  Body  ( 1 ) the  power 
to  adopt,  alter,  and  amend  fees  and  fee  schedules  re- 
lating to  payments  to  physicians,  and  (2)  the  power  to 
designate,  alter,  and  amend  income  and  net  worth 
limitations  to  be  set  forth  in  contracts  with  corporations 
and  subscribers  be  delegated  to  the  Board  of  Direc- 
tors of  Blue  Shield,  and  (3)  the  number  of  two  year 
terms  a Board  member  may  serve  be  unlimited. 

It  was  moved  and  carried  to  conduct  a mail  survey  of 
members  of  the  Ad  Hoc  Blue  Shield  Blue  Ribbon  Com- 
mittee on  the  above  three  questions.  To  be  re-submitted 
to  the  Board  of  Directors  at  its  next  meeting. 

AD  HOC  INTERN  AND  RESIDENT 
MEMBERSHIP  COMMITTEE 

Mr.  Robinson  reported  that  Lee  A.  Fischer,  M.D., 
co-chairman  of  this  committee,  has  recently  been  ap- 
pointed to  the  Committee  on  House  Staff  Affairs  of 
the  AM  A. 

AD  HOC  LOCUM  TENENS  & HEALTH 
MANPOWER  COMMITTEE 

Placement  Service  for  Physician’s  Assistants 

It  was  moved  and  carried  that  the  Arizona  Medical 
Association  create  a placement  service  for  physician’s 
assistants  similar  to  the  physician  placement  service  we 
have  maintained  for  many  years. 

Job  Clinic 

It  was  moved  and  carried  that  the  Arizona  Medical 
Association  help  sponsor,  work  with  and  assist  the  Ari- 
zona Medical  Center  in  its  sponsorship  of  an  Oklahoma 
“Job  Clinic”  type  of  program  in  Arizona  this  winter, 
with  no  allocation  of  funds  at  the  present  time. 
Innovative  Methods  of  Health  Care 

It  was  moved  and  carried  that  the  Ad  Hoc  Commit- 
tee on  Locum  Tenens  and  Health  Manpower  be  directed 
to  explore,  with  the  Department  of  Community  Medicine 
of  the  College  of  Medicine  and  the  Arizona  Academy  of 
Family  Physicians,  new  and  innovative  methods  of  health 
care. 

R.M.P.  Funding  of  Increased  Physician 
Placement  Service  Activities 

Mr.  Robinson  reported  on  the  possibility  of  Arizona 
Regional  Medical  Program  providing  funding  for  the 
expansion  of  the  Association’s  Physician  Placement  Serv- 
ice. It  seems  there  may  be  funds  to  make  it  possible 
to  employ  a person  who  would  work  with  communities 


who  are  seeking  physicians,  and  work  with  physicians 
who  are  seeking  to  locate,  in  an  attempt  to  bring  these 
two  groups  together  to  solve  their  physician  manpower 
shortage. 

AD  HOC  COMMITTEE  ON  MATERNAL 
& CHILD  CARE 

Recommendations  of  Special  Section  Set  Up  to 
Review  Arizona  Crippled  Children’s  Services 

Daniel  T.  Cloud,  M.D.,  reported  that  on  November 
4,  1973  the  Executive  Committee  of  Arizona  Crippled 
Children’s  Services  reviewed  the  recommendations  of 
the  ArMA  section,  and  that  on  November  15,  1973,  the 
State  Board  of  Directors  of  the  Arizona  Crippled  Chil- 
dren’s Services  considered  these  recommendations  and 
suggested  that  the  medical  staffs  of  the  ACCS  in  both 
Phoenix  and  Tucson  meet  to  give  consideration  to  the 
recommendations  of  the  ArMA  section  (which  follow 
below). 

It  was  moved  and  carried  that  the  Board  of  Directors 
of  the  Arizona  Medical  Association  receive  the  following 
statement  and  recommendations  for  information: 

“After  due  consideration  the  Section  on  Crippled 
Children’s  Services  of  the  Ad  Hoc  Committee  on  Mater- 
nal and  Child  Care  believes  that  the  present  policies 
relating  to  professional  staffing  of  the  Arizona  Crippled 
Children’s  Services  are  unduly  restrictive. 

Correction  of  these  restrictive  policies  should  be  ac- 
complished promptly  by  amendment  to  the  present  By- 
laws of  the  Professional  Staff  of  the  Crippled  Children’s 
Hospital  in  Phoenix  and  the  Crippled  Children’s  Clinic 
in  Tucson  so  that  all  physicians  qualified  by  state  licen- 
sure, specially  Board  Certification  and  professional  com- 
petence shall  have  equal  opportunity  to  treat  Crippled 
Children’s  Sendees  patients  while  at  the  same  time 
assuring  that  these  patients  shall  have  access  to  all 
qualified  physicians  as  defined  above. 

That  after  the  Professional  Staff  Bylaws  have  been 
restructured,  they  be  submitted  to  the  Arizona  Medical 
Association  for  the  purpose  of  ascertaining  that  the 
unduly  restrictive  portions  are  satisfactorily  corrected. 

Further,  that  the  crippled  children’s  promptly  investi- 
gate in  the  outlying  counties  the  use  of  local  qualified 
and  certified  physicians  in  conducting  Clinics  and  per- 
forming surgery  locally  when  it  is  in  the  best  interest 
of  the  patient.” 

It  was  also  moved  and  carried  that  this  Association 
direct  a letter  to  the  Arizona  Crippled  Children’s  Serv- 
ices that  would  (1)  transmit  the  Section’s  recommenda- 
tion, (2)  acknowledge  that  we  are  aware  that  the 
Arizona  Crippled  Children’s  Services  Board  of  Directors 
is  currently  considering  this  matter,  (3)  advise  the  Ari- 
zona Crippled  Children’s  Sendees  Board  of  Directors  that 
the  Arizona  Medical  Association  looks  with  favor  on  the 
Section’s  report,  and  (4)  request  a statement  from  the 
Arizona  Crippled  Children’s  Board  of  Directors  as  to 
action  that  may  be  taken.  Hopefully  such  response 
will  be  available  for  the  February  17th  meeting. 

MEDICAL  ECONOMICS  COMMITTEE 

California  Medical  Association  Phase  IV  Position 

It  was  moved  and  carried  that  the  Arizona  Medical 
Association  support  the  California  Medical  Association 
position  on  Phase  IV  as  outlined  in  their  letter  of  No- 
vember 9,  1973. 
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Phase  IV  “Legal  Counsel” 

Recommendation  of  the  Committee  that  legal  counsel 
be  sought  to  determine  possible  legal  action  to  counter 
the  Cost  of  Living  Council’s  proposed  rules  on  health 
care  published  November  7,  1973,  was  received.  No 
action  was  taken. 

It  was  moved  and  carried  that  we  wire  the  Cost  of 
Living  Council  expressing  our  concern  over  Phase  IV, 
and  supporting  the  positions  of  the  American  Medical 
Association  and  the  California  Medical  Association,  with 
copies  to  CMA  and  the  Congressional  Delegation  from 
Arizona. 

Blue  Shield  as  Monitor  for  Phase  IV  Rules  & Regulations 

Committee’s  recommendation  that  Blue  Shield  not 
offer  to  be  monitoring  agency  for  Phase  IV  was  re- 
ceived. No  action  was  taken. 

Physicians’  Unions 

Committee  recommendation  that  a panel  on  Physi- 
cians’ Unions  be  included  in  the  1974  Annual  Meeting 
was  received. 

It  was  moved  and  carried  to  refer  the  Medical  Eco- 
nomics Committee’s  recommendation  that  a panel  on 
the  subject  of  Physician’s  Unions  be  included  in  the 
1974  Annnal  Meeting  program  to  the  Sciencific  As- 
sembly Committee  for  consideration. 

MEDICAL  EDUCATION  COMMITTEE 

Hospital  accreditations 

Letter  of  9/28/73  to  AM  A Medical  Education  Divi- 
sion concerning  ArMA  accreditation  of  continuing  med- 
ical education  programs  at  St.  Joseph’s  Hospital  & 
Medical  Center,  Phoenix,  St.  Luke’s  Hospital  Medical 
Center,  Phoenix,  and  Veterans  Administration  Center, 
Prescott,  received  for  information. 

PROFESSIONAL  COMMITTEE 

Endorsement  of  American  Cancer  Society 
“Uterine  Cancer  Control  Program” 

It  was  moved  and  carried  that  the  Arizona  Medical 
Association  endorse  the  Uterine  Cancer  Control  program 
developed  by  the  American  Cancer  Society. 

Endorsement  of  joint  statements  of 
Arizona  State  Nurses  Association 

It  was  moved  and  carried  that  the  Arizona  Medical 
Association  endorse  the  joint  statement  on  the  extuba- 
tion  and  intubation  of  patients  by  the  Registered  Nurse 
and  the  supplement  to  the  joint  statement  on  acute 
cardiac  care  as  prepared  by  the  Arizona  State  Nurses’ 
Association. 

Support  for  Woman’s  Auxiliary  Seminar 

It  was  moved  and  carried  that  the  Board  of  Directors 
of  ArMA  approve  sponsorship  by  the  Woman’s  Auxiliary 
of  a seminar  on  socio-economic  issues  pertinent  to  medi- 
cine to  be  held  in  January,  1974. 

Resolution  10-73,  Anesthesia  Practices 

It  was  moved  and  carried  to  adopt  revised  Resolution 
10-73,  presented  by  Wallace  A.  Reed,  M.D.,  as  follows: 
“WHEREAS,  there  are  reports  of  physicians  using  nurse 
anesthetists  to  administer  anesthesia,  and  then  sub- 
mitting a bill  to  a patient  that  has  only  a physician’s 
name  attached,  and  the  bills  are  said  to  give  no  indi- 
cation that  a person  other  than  the  named  physician 
gave  the  anesthetic,  and  the  fees  charged  for  the 
anesthesia  administered  by  the  nurse  in  these  instances 


are  reported  as  being  the  same  as  those  charged  by  a 
licensed  physician  with  specialty  training  in  anesthesia; 
and 

WHEREAS,  it  is  stated  in  the  ASA  guidelines  to  the 
ethical  practice  of  anesthesiology,  paragraph  D2  that 
‘physicians  should  bill  their  own  patients  for  the  serv- 
ices and  only  the  services  which  they  perform  per- 
sonally . . therefore,  be  it 
RESOLVED,  that  no  physician  may  bill  for  an  anesthe- 
tic not  given  by  him  unless  such  bill  states  that  the 
anesthetic  was  administered  by  a nurse  anesthetist; 
and  be  it  further 

RESOLVED,  that  any  physician  who  collects  fees  for  a 
nurse  anesthetist’s  work  without  the  patient  being 
made  aware  in  writing  before  and/or  after  the  anes- 
thetic that  their  anesthesia  was  given  by  a nurse 
anesthetist  is  unethical;  and  be  it  further 
RESOLVED,  that  any  physician  who  collects  a fee  for 
a nurse’s  anesthesia  without  being  immediately  avail- 
able for  consultation  when  the  patient  is  under  anes- 
thesia is  guilty  of  unethical  practice.’’ 

Learning  Disabilities  Forum 

The  following  recommendation  by  the  Professional 
Committee  that  the  Arizona  Medical  Association  express 
its  opposition  to  sponsorship  by  the  Arizona  Optometric 
Association  and  Arizona  State  University  of  forums  on 
Learning  Disabilities  was  received: 

“In  recent  years,  there  has  been  increasing  utilization 
of  ‘visual  training’  processes,  almost  exclusively  promoted 
by  optometrists,  in  the  treatment  of  Learning  Disabilities. 
There  is  no  documented  evidence  that  eye  defects  are 
causally  related  to  dyslexia  or  associated  learning  dis- 
orders. Indeed,  a joint  statement  has  been  issued  by  the 
American  Academy  of  Pediatrics,  the  American  Academy 
of  Ophthalmology  and  Otolaryngology,  and  the  Amer- 
ican Association  of  Ophthalmology,  with  the  assistance 
of  the  division  for  children  with  Learning  Disorders  of 
the  Council  for  Exceptional  Children,  emphasizing  the 
lack  of  evidence  for  such  a relationship. 

“The  Professional  Committee  of  the  Arizona  Medical 
Association  is  concerned  about  the  proliferation  of  such 
training  programs,  not  only  because  of  their  delusory 
nature,  but  also  because  their  implementation  may  delay 
the  Institution  of  more  appropriate  educational  approach- 
es. In  addition,  there  is  a considerable  financial  cost 
attached  to  many  of  these  programs.  The  Professional 
Committee  is  further  concerned  about  the  approval  and 
support  given  these  programs  by  schools  and  other  gov- 
ernmentally  supported  institutions.  Two  especially  dis- 
concerting examples  are: 

1.  Certain  Districts  in  the  Phoenix  School  System 
have,  in  response  to  direct  promotional  techniques,  in- 
vited Optometrists  to  do  visual  screening  in  the  class- 
room and  suggest  the  names  of  several  Optometrists 
who  will  give  visual  training  to  the  students  who  ‘fail.’ 

2.  Arizona  State  University  has  sponsored  four  annual 
forums  on  Learning  Disabilities  which  emphasize  the 
visual  aspects  of  Learning  Disorders  and  the  need  for 
visual  training  programs  in  the  management  of  such  dis- 
abilities. 

Accordingly,  the  Professional  Committee  recommends 
that  the  Arizona  Medical  Association  communicate  di- 
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rectly  with  all  governmentally  supported  institutions  ap- 
proving and  supporting  Visual  Training  programs  in  the 
management  of  Learning  Disabilities,  informing  them  of 
the  lack  of  demonstrated  validity  of  such  programs  and 
their  highly  questionable  bases.” 

The  following  action  was  taken: 

It  was  moved  and  carried  that  the  Arizona  Medical 
Association  inform  the  Arizona  Universities,  the  Board 
of  Regents,  the  Public  School  Districts,  the  Arizona  State 
Board  of  Education,  and  the  Arizona  Education  Associa- 
tion of  our  strong  opposition  to  continuation  of  the 
Learning  Disabilities  Forum,  and  further,  that  public 
relations  work  be  done  to  educate  the  public  on  this 
matter. 

Admixtures  to  Parenteral  Solutions 

Letter  of  November  7,  1973,  from  the  Arizona  State 
Board  of  Pharmacy  stating  that  they  had  decided  not 
to  change  the  wording  of  regulation  6.7830  as  we  had 
recommended  was  received  for  information. 

PUBLIC  RELATIONS  COMMITTEE 

Report  by  Chairman 

Charles  IP  Finney,  M.D.,  Chairman,  reviewed  the 
progress  of  the  Public  Relations  program. 

“House  Call”  T.V.  Program 

It  was  moved  and  carried  that  the  Arizona  Medical 
Association  support  the  concept  of  and  assist  in  the 
development  of  the  “House  Call"  television  program. 

A.M.A.  DELEGATES 

California  Medical  Association  Request 
Regarding  Phase  IV 

Letters  of  11/9/73  and  11/15/73  from  CMA  request- 
ing the  assistance  of  the  Arizona  Medical  Association  in 
their  opposition  to  the  Cost  of  Living  Council’s  Phase 
IV  controls  on  physicians  were  considered,  and  the  fol- 
lowing action  taken: 

It  was  moved  and  carried  to  instruct  the  Arizona 
Medical  Association’s  Delegation  to  the  AMA  House  of 
Delegates  at  the  forthcoming  Clinical  Convention  in 
Anaheim  to  assist  the  California  Medical  Association 
in  its  efforts  to  oppose  the  Cost  of  Living  Council’s  Phase 
IV  controls  on  physicians. 

Meeting  with  AMA  Judicial  Council 

Daniel  T.  Cloud,  M.D.,  letter  of  11/15/73,  received. 
Dr.  Cloud  reviewed  the  matter  of  our  request  to  the 
AMA  that  a clarifying  statement  be  issued  relative  to 
Resolution  #104  concerning  changing  of  Medical  Staff 
bylaws  by  hospital  governing  boards,  and  reported  on 
his  meeting  with  the  AMA  Judicial  Council  in  Septem- 
ber. He  stated  that  he  felt  the  Council  will  adopt  some 
form  of  statement  along  the  following  lines  at  the 
Clinical  Convention  in  Anaheim: 

“The  purpose  of  having  the  Medical  Staff  of  a hospital 
function  through  a mechanism  of  collegial  self-govern- 
ment, such  as  described  by  the  Joint  Commission  on 
Accreditation  of  Hospitals,  is  to  establish  within  the  hos- 
pital a climate  and  means  wherein  each  physician  indi- 
vidually, and  the  staff  as  a whole,  can  provide  the 
highest  possible  quality  of  patient  care. 

The  hospital  governing  board  is  regarded  to  have  the 
ultimate  authority  for  what  goes  on  in  the  hospital, 
yet  tire  governing  board  cannot  practice  medicine.  The 


governing  board  must  therefore  delegate  to  the  medical 
staff  the  responsibility  for  the  practice  of  medicine  in 
the  hospital.  In  carrying  out  its  function  of  maintaining 
standards,  the  medical  staff  as  a whole  is  practicing 
medicine. 

While  the  governing  board’s  responsibility  is  to  re- 
quire the  medical  staff  organization  to  exist  and  be 
effective,  it  must  not  impose  requirements  and  controls 
that  interfere  with  the  individual  physician’s  ethical 
duty  to  properly  exercise  his  clinical  judgment  in  provid- 
ing care  to  each  patient.  It  is  unethical  for  a physician 
to  permit  anything  to  interfere  with  this  duty. 

An  example  of  improper  control  would  be  if  the  gov- 
erning board  should  unilaterally  and  arbitrarily  promul- 
gate medical  staff  bylaw  provisions  that  would  be 
contrary  to  the  legitimate  and  reasonable  wishes  of  the 
medical  staff  (Resolution  #104,  A-73). 

A physician  who  voluntarily  practices  medicine  in  a 
hospital  wherein  the  governing  board  unilaterally  im- 
poses controls  upon  the  medical  staff  and  thereby  im- 
properly interferes  with  the  practice  of  medicine,  is 
unethical.” 

CORRESPONDENCE 

Charles  L.  von  Pohle,  M.D.,  letter  of  10/14/73 

Dr.  von  Pohle’s  letter  expressing  his  appreciation  to 
ArMA  for  requesting  lifetime  dues-exempt  AMA  mem- 
bership for  him  was  received. 

David  J.  Cullen  letter  of  9/25/73 

Mr.  Gullen’s  letter  thanking  the  Arizona  Medical 
Association  for  the  $200  annual  contribution  to  the  Ari- 
zona chapter  of  the  Student  American  Medical  Associa- 
tion was  received. 

Woman’s  Auxiliary  letter  of  11/16/73 

Letter  from  Mrs.  Raymond  A.  Vaaler,  President-Elect 
of  the  Woman’s  Auxiliary  to  ArMA,  expressing  grati- 
tude for  past  financial  support  and  hope  for  allocation 
of  the  $1000  grant  again  next  year  received. 

OTHER  BUSINESS 

Department  of  Health  Services  Director 
Selection  Committee 

Newspaper  article  in  Phoeniz  Gazette  9/24/73  con- 
cerning naming  of  seven-member  committee  to  select 
candidates  for  the  above  position  was  received.  It  was 
noted  that  there  are  two  physician  members  of  the 
selection  committee  — Paul  Singer,  M.D.,  and  Merlin 
K.  DuVal,  M.D. 

Resignation  from  Finance  Committee 

Letter  of  resignation  from  W.  Albert  Brewer,  M.D., 
due  to  commitments  outside  Arizona  was  received.  No 
action  taken. 

Arizona  Council  of  Professions 

Statement  of  Projected  Dues  for  Membership  to  the 
Council  of  Professions  was  received.  Continued  partici- 
pation was  approved. 

Gas  rationing  and  Sunday  meetings 

It  was  moved  and  carried  to  change  meetings  to 
Saturday  due  to  gas  shortage  and  Sunday  closing  of 
gas  stations. 

Meeting  adjourned  3:28  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 
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A STREAMLINED 
UFE-ACCIDENT-HEALTH 
CLAIMS  PROCEDURE 


HBA  has  designed,  for  you  and  your  patient,  the 
simplest  claims  procedure  in  the  industry,  for 
individual  coverage. 

We  designed  it  that  way — for  the  95%  of  claims 
routinely  payable. 

On  the  5%  requiring  additional  claims  information, 
prompt  completion  of  claim  forms,  allows  us  to 
make  prompt  payment  on  them  as  well. 

Your  continued  cooperation  is  appreciated! 


INSURANCE  COMPANY 


Home  Office:  1337  North  First  St.,  Phoenix 


Wherever  it  hurts,  Empirin 
Compound  with  Codeine  usually 
provides  the  symptomatic 
relief  needed. 


HERE 


Muscles 
and  joints 


In  flu  and  associated  respiratory 
infection,  Empirin  Compound 
with  Codeine  provides  an 
antitussive  bonus  in  addition  to 
relief  of  pain  and  bodily 
discomfort. 

! 


HI  prescribing  convenience: 

up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No. 4,  codeine  phosphate* 

64.8  mg.  (gr.  1)  *Warning-may 
be  habit-forming.  Each  tablet 
also  contains:  aspirin  gr.  3V2, 
phenacetin  gr.  2V2,  caffeine 
gr.  V2. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 
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Your  bookkeeper  still  hasn’t  talked  to  Monica? 


Maybe  we  should  introduce  them. 
If  you  average  over  100  customer  statements  a month,  our 
talking  computer,  Monica,  can  be  very  helpful. 
You  call  a special  Valley  Bank  number,  using  any  ordinary 
touch-tone  telephone.  Our  computer  will  answer  — in  a 
clear,  human  voice.  Then,  step  by  step,  our 
computer  will  describe,  by  voice,  how  to  record 
your  transaction  — just  by  pushing  buttons 

on  the  phone. 

All  information  you  send  is  automatically 
repeated,  by  voice,  to  assure  accuracy.  And  you 
get  an  instant  balance  for  final  verification. 
On  cut-off  each  month,  all  the  paper  work  is 
handled  automatically.  Statements  are 
mailed  within  48  hours. 
Call  261-1665  in  Phoenix  — or  792-7370  in 
Tucson  and  we’ll  introduce  you  to  our  Monica. 

We  think  it’s  time  the  two  of  you  had 
a nice  little  chat. 


Valley  National  Bank 
Business  Systems  Division 
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Never  before 

so  much  for  so  little. 

You  couldn’t  get  insurance  coverage  this  extensive  on  your  own. 
And,  even  if  you  could,  you  couldn’t  get  it  for  so  little. 

These  6 plans  were  specially  created  for  the  medical  profession 
under  the  auspices  of  the  Arizona  Medical  Association  as  a 
unique  membership  service. 

Rates  are  extremely  low  because  of  group 
economies.  Claim  processing  is  simple  and 
fast  because  all  plans  are  under  a single 
administrator. 

So  why  settle  for  less  coverage  when  you  can 
get  so  much  for  so  little. 

For  more  information,  contact: 

CHARLES  A.  de  LEEUW  AND  ASSOC.  Phoenix,  Arizona  85012 
3424  North  Central  Avenue  Phone:  248-8500 


YOU  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


why  not  have  it 
laminated? 


it  will  last  a lifetime.... 

PLAQUE  SHOP 


Wood  plaques — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 


7231  EAST  FIRST  AVENUE- 
SCOTTSDALE.  ARIZONA  85251  - 
(602)  945-9338 


MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 


devoted  exclusively  to  books  for 
the  medical  profession. 

MEDICAL  BOOKSTORE 

College  of  Medicine 
University  of  Arizona 
Tucson,  Arizona  85724 

Phone:  882  - 6669 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


DMETHING 

BETTER 


HAPPENED  FEBRUARY  1,  1971 

When  the  Arizona  Medical  Association's 
Travelers  malpractice  coverage  began. 

BEFORE: 

Arbitrary  Classifications 
Rising  rates,  surcharges,  dwindling 
markets,  non-standard  policies, 
peremptory  cancelations 

AFTER-— AND  NOW: 

Published,  consistent  rating. 

Under  bureau  rating 

No  bobtail  or  warranty  restrictions. 

ArMA  gets  all  Travelers  figures. 

Five  year  program  guarantee.  Standard 
policy  at  standard  prices.  Stability 
and  integrity  for  you. 


Phoenix  and  Northern  Arizona 
Burns-Harrelson-Burns 

5045  North  12th  Street 
Phoenix  85014 
Phone  266-441 1 


PROFESSIONAL 

LIABILITY 

INSURANCE 

PROGRAM 


Tucson  and  Southern  Arizona 
Patzman-Allen-Lomb  & Associates 

5902  East  Pima 
Tucson  85712 
Phone  885-2375 

Do  it  today! 


! TRAVELERS  Insurance  Companies 

HARTFORD.  CONNECTICUT 


The 


George  G. 
Saravia,  MD 


THese 

SHinGLes 
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Camelback  Professional  Building 
5051  N.  34th  STREET 
PHOENIX , ARIZONA  85018 
(602)  9 55-6200 

general  psychiatry  / child  psychiatry  / psychoanalysis,  clinical  psychology  / and  family  counseling. 


HleMcal  Center  and  Clinical  Xahrater^ 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  258-3484 

CLINICAL  PATHOLOGY  DIAGNOSTIC  X-RAY 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE  ELECTROCARDIOGRAPHY 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 
Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 


REVIEW  COURSE  IN  INTERNAL  MEDICINE 


Future 

Medical  Meetings 


ARIZONA  SOCIETY  OF  OTOLARYNGOLOGY 
TEACHING  PROGRAM  1973-74 

Phoenix— Public  Health  Indian  Hospital 
4212  N.  16th  St., 

Main  Conference  Room,  8 P.M. 

Tucson— College  of  Medicine,  Room  2105 
7:30  P.M. 

SPONSOR:  Ar  izona  Society  of  Otolaryngology 

CONTACT: 

Richard  D.  Zonis,  M.D. 

7301  4th  St. 

Scottsdale,  AZ  85251 

George  Ely,  M.D. 

601  N.  Wilmot 
Tucson,  AZ  8571 1 

PROGRAM: 

Temporal  Bone  Dissection,  Facial  Recess  and  Mastoid, 

Jan.  8,  1974  (Tucson)  Jan.  15 

Clinical  Aspects  of  Vestibular  Physiology, 

Feb.  12,  1974.  (Tucson)  Feb.  19 

The  Dizzy  Patient,  March  12,  1974.  (Tucson)  March  19 

Sinus  Disease,  April  9,  1974.  (Tucson)  April  16 

Cholesteatoma  with  Facial  Paralysis,  April  9,  1974. 

(Tucson)  April  16 

Facial  Nerve  Surgery,  May  14,  1974.  (Tucson)  May  21 

Approved  for  8 elective  hours  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


A RECENT  REVIEW  OF  RHEUMATIC  DISEASES 

Wednesdays,  Nov.  21  - Dec.  1 8,  1 973 
Tucson  Medical  Center,  Tucson  AZ 
Marshall  Auditorium 

SPONSOR:  Tucson  Hospitals  Medical  Education 
Program 

CONTACT: 

E.  G.  Ramsay,  M.D. 

P.  O.  Box  6067 
Tucson,  AZ  85733 

Approved  for  5 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


27  Sessions,  Every  Wednesday 
Nov.  21,  1973-May  22,  1974 

SPONSOR:  Good  Samaritan  Hospital  and 
Maricopa  County  General  Hospital 

CONTACT: 

David  J.  Crosby,  M.D. 

Good  Samaritan  Hospital 

Jerome  H.  Targovnik 

Maricopa  County  General  Hospital 

Approved  for  IV2  hours  per  session  toward  the  ArMA  Cer- 
tificate in  Continuing  Medical  Education. 


IMMUNITY  & SURGERY 

Thursday,  January  3-31,  1974 
Tucson  Medical  Center 
Marshall  Auditorium 
Tucson,  AZ 

SPONSOR:  Tucson  Hospitals  Medical  Education  Program 

CONTACT: 

Peter  J.  Whitney,  M.D. 

P.  O.  Bo  6067 
Tucson,  AZ  85733 

Approved  for  4 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SOUTHWEST  ALLERGY  FORUM 

January  14-16,  1974 
Camelback  Inn,  Phoenix,  AZ 

SPONSOR:  Southwest  Allergy  Forum 

CONTACT: 

E.  G.  Barnet,  M.D. 

Suite  233D 

550  W.  Thomas  Road 

Phoenix,  AZ  8501  3 


SYMPOSIUM  ON  DERMATOLOGY 

Wednesdays  — Jan.  16-Feb.  6,  1974 
Tucson  Medical  Center 
Marshall  Auditorium 

SPONSOR:  Tucson  Hospitals  Medical  Education  Program 

CONTACT: 

Richard  C.  Miller,  M.D. 

E.  G.  Ramsey,  M.D. 

P.  O.  Box  6067 
Tucson,  AZ  85733 

Approved  for  4 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 
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SEVENTEENTH  ANNUAL  CARDIAC  SYMPOSIUM 

January  18,  19,  1 974 
Scottsdale  Hilton-lnn,  Scottsdale,  AZ 

SPONSOR:  Arizona  Heart  Association 

CONTACT: 

Ray  Inscore,  M.D. 

434  Gurley 
Prescott,  AZ  86301 

Approved  tor  12  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SEMINAR  ON  SLEEP 

January  1 9,  1 974 
8 A.M.  to  5 PM. 

Maricopa  County  General  Hospital 
Phoenix,  AZ 

SPONSOR:  Dept,  of  Psych:atry,  Maricopa 
County  General  Hospital 

CONTACT: 

H.  F.  Lenhardt,  M.D.,  Director 
Medical  Education 
Maricopa  County  General  Hospital 
2601  E.  Roosevelt 
Phoenix,  AZ  85008 

Approved  for  8 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


NEW  ADVANCES  IN  THE 
MANAGEMENT  OF  TUBERCULOSIS 

February  1 , 1 974 

Sheraton  Scottsdale,  Scottsdale,  AZ 

SPONSOR:  Arizona  State  Department  of  Health 

CONTACT: 

Suzanne  Dandoy,  M.D. 

1740  W.  Adams 
Phoenix,  AZ 

Approved  for  5 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SECOND  ANNUAL 

RESPIRATORY  REHABILITATION  SYMPOSIUM 

February  1 & 2,  1974 
Del  Webb's  TowneHouse,  Phoenix,  AZ 

SPONSOR:  Good  Samaritan  Hospital, 

Dept,  of  Respiratory  Therapy 

CONTACT: 

Ms.  Cheryl  Rexford,  Symposium  Manager 

Public  Relations 

Good  Samaritan  Hospital 

1033  E.  McDowell  Road 

Phoenix,  AZ  85006 

Approved  for  9 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


BARROW  NEUROLOGICAL  INSTITUTE 
FIRST  ANNUAL  SYMPOSIUM 
INFECTIOUS  DISEASES  OF  THE  CENTRAL 
NERVOUS  SYSTEM 

February  7-9,  1 974 
Camelback  Inn,  Scottsdale,  AZ 

SPONSOR:  The  Barrow  Neurological  Institute 
of  St.  Joseph's  Hospital  & Medical  Center 

CONTACT: 

Richard  A.  Thompson,  M.D. 

Division  of  Neurology 
Barrow  Neurological  Institute 
of  St.  Joseph's  Hospital  & 

Medical  Center 
350  W.  Thomas  Road 
Phoenix,  AZ  8501  3 

Approved  for  16  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


ENDOCRINOLOGY  SYMPOSIUM 

Wednesdays,  Feb.  1 3 - March  6,  1 974 
Tucson  Medical  Center 
Marshall  Auditorium 
Tucson,  AZ 

SPONSOR:  Tucson  Hospitals  Medical  Education  Program 

CONTACT: 

Dorothy  Heilman,  M.D. 

P.  O.  Box  6067 
Tucson,  AZ  85733 

Approved  for  4 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 
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SEVENTH  ANNUAL  SOUTHWESTERN 
CLINICAL  PHARMACY  SEMINAR 


February  15-17,  1 974 
Braniff  Place,  1 80  West  Broadway 
Tucson,  AZ 

SPONSOR:  Uni  versify  of  Arizona 
College  of  Pharmacy 

CONTACT: 

Dr.  Henry  W.  Winship,  III 
College  of  Pharmacy 
University  of  Arizona 
Tucson,  AZ  85721 


POST  GRADUATE  DAY 
IN  INFECTIOUS  DISEASES 

February  1 6,  1 974 
Arizona  Medical  Center 
Main  Auditorium 
Tucson,  AZ 

SPONSOR:  U niversity  of  Arizona 

Dept,  of  Microbiology  & Medicine 
and  Dept,  of  Pediatrics 

CONTACT: 

David  Rifkind,  M.D. 

Vincent  Fulginiti,  M.D. 

Arizona  Medical  Center 
Tucson,  AZ  85724 

Approved  for  7 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PSYCHOLEGAL  SEMINAR 

February  24  — March  1 , 1 974 
Phillips  Auditorium 
St.  Luke's  Hospita I Medical  Center 
Phoenix,  AZ 

SPONSOR:  Phoenix  Psychiatric  Council 
Education  Committee 

CONTACT: 

Howard  E.  Wulsin,  M.D. 

2500  E.  Van  Buren  St. 

Phoenix,  AZ 

Approved  for  12  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SYMPOSIUM  ON  RECENT  ADVANCES 
IN  RHEUMATIC  DISEASES 

March  1,  2,  1974 

Mountain  Shadows,  Scottsdale,  AZ 

SPONSOR:  Central  Arizona  Chapter  of 
The  Arthritis  Foundation 

CONTACT: 

Central  Arizona  Chapter  of 
The  Arthritis  Foundation 
96  West  Osborn 
Phoenix,  AZ  8501  3 


DAY  OF  CLINICAL  PHARMACOLOGY 

March  8,  1974 

Camelback  Inn,  Scottsdale,  AZ 

SPONSOR:  St.  Joseph's  Hospital  and 
Medical  Center,  Phoenix 

CONTACT: 

Jay  M.  Smith,  M.D. 

St.  Joseph's  Hospital  and 
Medical  Center 
350  W.  Thomas  Road 
Phoenix,  AZ  8501  3 


ORTHOPEDIC  SEMINAR 
FOR  PRIMARY  PHYSICIANS 

March  9,  1974 
8 a.m.-5  p.m. 

SPONSOR:  Department  of  Orthopedic  Service 

CONTACT: 

H.  . Lenhardt,  M.D.,  Director 
Medical  Education 
Maricopa  County  General  Hospital 
2601  E.  Roosevelt 
Phoenix,  AZ  85008 

Approved  for  8 hours  toward  the  ArMA  Certificate  in  Con- 
tinuing Medical  Education. 


GASTROENTEROLOGY  FOR  CLINICIANS-! 974 

March  11-13,  1974 

Del  Webb's  TowneFlouse,  Phoenix,  AZ 

SPONSOR:  I nstitute  of  Gastroenterology 
Good  Samaritan  Hospital 

CONTACT: 

David  C.  H.  Sun,  M.D. 

Institute  of  Gastroenterology 
Good  Samaritan  Hospital 
1033  E.  McDowell  Rd. 

Phoenix,  AZ  85006 
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PHYSICIAN  EDUCATION  PROGRAM  IN 
FAMILY  PLANNING  AT  UCLA 

March  11-15,  1974 

SPONSOR:  American  College  of  Obstetrics  & 

Gynecology. 

CONTACT: 

Irvin  M.  Cushner,  M.D.,  OB-GYN 
Dept.,  UCAL,  Center  for  the 
Health  Sciences,  Room  24-139, 

Los  Angeles,  CA  90024 
Telephone:  (213)  825-1046 

PROGRAM: 

A one  week,  no  tuition  seminar,  covering  the  areas  of 
Clinical  Contraception,  Family  Planning  Administration,  and 
Human  Sexuality. 

After  attending  the  seminar  physicians  have  the  option 
of  returning  for  2-4  days  of  clinical  skill  development  (no 
tuition)  and/or  learning  surgical  procedures  (tuition). 

Approved  for  credit  by  the  American  Academy  of  General 
Practice. 


CARDIOLOGY  CONFERENCE 

Weekly  — Friday  8-9  a.m. 

St.  Mary's  Hospital  Auditorium 
Tucson,  AZ 

SPONSOR:  St.  Mary's  Hospital 
CONTACT: 

A.  L.  Forte,  M.D. 

St.  Mary's  Hospital 
Tucson,  AZ 

Approved  for  one  required  hour  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


CLINICAL  RECOGNITION..  AND 
MANAGEMENT  OF  HEART  DISEASE,  1974 

March  21,  22,  23,  1974 
Arizona  Medical  Center 
Tucson,  AZ 

SPONSOR:  Section  of  Cardiology,  Dept. 

Of  Internal  Medicine,  U of  A. 

CONTACT: 

Gordon  A.  Ewy,  M.D. 

Section  of  Cardiology 
University  of  Arizona 
Arizona  Medical  Center 
Tucson,  AZ  85724 


SOCIETY  OF  MEDICINE  AND  RELIGION 

Schedule  of  Meetings  1974 
6:30  Dinner 

SPONSOR:  Society  of  Medicine  and  Religion 

CONTACT: 

Joseph  Hanss,  Jr.,  M.D. 

2021  North  Central  Ave. 

Phoenix,  AZ  85004 
Phone:  252-6045 

PROGRAM:  When  We  Become  Old,  January  31 
St.  Luke's  Hospital 

Failure  — A Step  Up  or  A Step  Down, 

February  28,  Good  Samaritan  Hosiptal 
Divorce  — Can  We  Ease  The  Pain? 

March  28,  St.  Luke's  Hospital 
Living  With  The  Retarded, 

April  25,  Good  Samaritan  Hospital 
Annual  Meeting,  May  30, 

Beautitudes  Retirement  Home 


EVENING  SEMINAR  SERIES  FOR  THE 
PRIMARY  CARE  PHYSICIAN 

Last  Monday  of  Months  Sept. -May 
Room  31  17  College  of  Medicine 
U of  A,  Tucson,  AZ 

SPONSOR:  Dept.  of  Family  & Community  Medicine, 

U of  A College  of  Medicine 

CONTACT: 

Anthony  F.  Vuturo,  M.D. 

Dept,  of  Family  & Community  Medicine 
U of  A College  of  Medicine 
Tucson,  AZ  85724 

Approved  for  2 required  hours  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


SURGICAL  GRAND  ROUNDS 
4TH  TUESDAY  OF  EACH  MONTH 

Hospital  Auditorium 
Baptist  Hospital,  Phoenix 

SPONSOR:  Baptist  Hospital  Phoenix 

CONTACT: 

James  B.  Shields,  M.D. 

6036  N.  19th  Ave. 

Phoenix,  AZ  85015 

Approved  for  1 Vi  required  hours  per  month  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


54  JANUARY  1974  ® XXXI  • 1 


Directory 


THE  ARIZONA  MEDICAL  ASSOCIATION,  INC.,  ORGANIZED  1892,  810  W.  BETHANY  HOME  ROAD,  PHOENIX,  ARIZONA  85013. 


OFFICERS  AND  DIRECTORS  - 1973-74 


President— Philip  E.  Dew,  M.D 

President-Elect— William  G.  Payne,  M.D 

Vice  President— William  C.  Scott,  M.D 

Secretary— Edward  Sattenspiel,  M.D 

Treasurer— Richard  L.  Dexter,  M.D 

Speaker  of  the  House— Robert  A.  Price,  M.D 

Past  President— John  J.  Standifer,  M.D 

Editor-In-Chief— John  R.  Green,  M.D 

Delegate  to  AMA— Daniel  T.  Cloud,  M.D 

Delegate  to  AMA— Seymour  I.  Shapiro,  M.D 

Alternate  Delegate  to  AMA— Arthur  V.  Dudley,  Jr.,  M.D 
Alternate  Delegate  to  AMA— William  B.  Helrne,  M.D.  . . . 


P.O.  Box  1911,  Tucson 

P.  O.  Box  V,  Tempe 

College  of  Medicine,  U of  A,  Tucson 

333  W.  Thomas  Rd.,  Phoenix 

116  N.  Tucson  Blvd.,  Tucson 

4247  N.  32nd  St.,  Phoenix 

412  E.  Oak  St.,  Kingman 

302  W.  Thomas  Rd.,  Phoenix 

3411  N.  5th  Ave.,  Phoenix 

. . 1601  N.  Tucson  Blvd.,  #24,  Tucson 
. . 1601  N.  Tucson  Blvd,  #23,  Tucson 
926  E.  McDowell  Rd.,  Phoenix 


85702 

85281 

85724 

85013 

85716 

85018 

86401 

85013 

85013 

85716 

85716 

85006 


DISTRICT  DIRECTORS 

Central  District— W.  Scott  Chisholm.  Jr.,  M.D 

Central  District— Charles  H.  Finney,  M.D 

Central  District— George  L Hoffmann,  M.D 

Central  District— Wallace  A.  Reed,  M.D 

Central  District— Lawrence  J.  Shapiro,  M.D 

Northeastern  District— Richard  B.  Johns,  M.D 

Northwestern  District— John  F.  Kahle,  M.D 

Southeastern  District— Bruce  N.  Curtis,  M.D 

Southern  District— Henry  P.  Linrbacher,  M.D 

Southern  District— Vernor  F.  Lovett,  M.D 

Southern  District— George  W.  Nash.  M.D 

Southwestern  District— Glen  H.  Walker,  M.D 


1158  E.  Missouri,  Phoenix 

555  W.  Catalina,  Phoenix 

438  W.  5th  Place,  Mesa 

758  E.  McDowell  Rd.,  Phoenix 

444  W.  Osborn  Phoenix 

P.  O.  Box  520,  Payson 

715  N.  Beaver,  Flagstaff 

618  N.  Central  Ave.,  Safford 

116  N.  Tucson  Blvd.,  Tucson 

5402  E.  Grant  Road,  Tucson 

Craycroft  Medical  Center,  # 306.  Tucson 
291  W.  Wilson,  Coolidge 


85014 

85013 

85201 

85006 

85013 

85541 

86001 

85546 

85716 

85712 

85711 

85228 


President— Luis  Cueva  Niz  

President-Elect— Herbert  W.  Bradley,  M.D.  . 

Vice  President  — Fernando  de  La  Cueva  

Secretary,  USA— Schyuler  V.  Hilts,  M.D 

Secretary,  Mexico— Horace  Pakilla,  M.D.  . . . 

Treasurer,  USA— Lucy  A.  Vernetti,  M.D 

Treasurer,  Mexico— Jorge  Riggen  Davila.  M.D. 
Executive  Secy,  USA— Mrs.  Virginia  E.  Bryant 
Executive  Secy,  Mexico— Sr.  Alfredo  Parton 


COMMITTEES  - 1973-74 

ARTICLES  OF  INCORPORATION  & BYLAWS  COMMITTEE: 
Charles  E.  Henderson,  M.D.,  Chairman,  (Phoenix);  Arnold  H. 
Dysterheft,  M.D.  (Lakeside);  William  W.  McKinley  Jr.,  M.D. 
(Scottsdale);  William  B.  Steen,  M.D.  (Tucson);  Clarence  E. 
Yount.  Jr.,  M.D.  (Prescott). 

BENEVOLENT  & LOAN  FUND  COMMITTEE:  Daniel  T.  Cloud, 
M.D.,  Chairman  (Phoenix);  George  Adams,  M.D.  (Tucson); 
Richard  L.  Dexter,  M.D.  (Tucson);  Arthur  V.  Dudley,  Jr., 
M.D.  (Tucson);  R.  Lee  Foster,  M.D.  (Phoenix);  Cecil  C. 
Vaughn,  Jr.,  M.D.  (Phoenix);  Karl  E.  Voldeng,  M.D. 
(Phoenix). 

FINANCE  COMMITTEE:  Richard  L.  Dexter,  M.D.,  Chairman 
(Tucson);  W.  Albert  Brewer,  M.D.  (Phoenix);  Philip  E. 
Dew,  M.D.  (Tucson);  William  J.  Dunn,  M.D.  (Phoenix); 
V.  Eugene  Frazier,  M.D.  (Mesa);  Charles  C.  Hedges,  Jr., 
M.D.  (Phoenix);  Gerald  Marshall,  M.D.  (Phoenix);  Robert 
P.  Purpura,  M.D.  (Tucson);  Seymour  I.  Shapiro,  M.D.  (Tuc- 
son); Max  L.  Wertz,  M.D.  (Phoenix). 

GOVERNMENTAL  SERVICES  COMMITTEE:  Walter  R.  Eicher, 

M. D.,  Chairman  (Chandler);  John  A.  Ash,  M.D.  (Phoenix); 
Otto  L.  Bendheim,  M.D.  (Phoenix);  Lloyd  S.  Epstein  M.D. 
(Tucson);  Stanford  F.  Farnsworth,  M.D.  (Phoenix);  Harold 

N.  Gordon,  M.D.  (Phoenix);  John  W.  Heaton.  M.D.  (Phoenix); 
Artell  Johnson,  M.D.  (Phoenix);  Charles  Kalil,  M.D.  (Phoe- 
nix); Louis  C.  Kossuth,  M.D.  (Phoenix);  Dermont  W.  Melick, 
M.D.  (Tucson);  William  R.  Myers,  M.D.  (Phoenix);  Albert  J. 
Ochsner  II,  M.D.  (Yuma);  O.  Melvin  Phillips,  M.D.  (Scotts- 
dale); Wallace  A.  Reed,  M.D.  (Phoenix);  Marvin  C.  Schnei- 
der, M.D.  (Phoenix);  Glen  H.  Walker,  M.D.  (Coolidge). 

GRIEVANCE  COMMITTEE:  John  J.  Standifer,  M.D.,  Chairman 
(Kingman);  Richard  W.  Abbuhl,  M.D.  (Phoenix);  Walter 
Brazie,  M.D.  (Kingman);  Richard  E.  H.  Duisberg,  M.D. 
(Phoenix);  Norman  D.  Duley,  M.D.  (Flagstaff);  Stuart  I. 
Holtzman,  M.D.  (Tucson);  R.  T.  McDonald,  M.D.  (Flag- 
staff); William  W.  McKinley,  M.D.  (Scottsdale);  Albert  J. 
Ochsner.  II,  M.D.  (Yuma). 

HISTORY  & OBITUARIES  COMMITTEE:  John  R.  Green,  M.D., 
Chairman  (Phoenix);  Francis  J.  Bean,  M.D.  (Tucson);  Walter 
Brazie,  M.D.  (Kingman);  C.  Bland  Gidding,  M.D.  (Mesa); 
John  W.  Kennedy,  M.D.  (Phoenix);  Abe  I.  Podolsky,  M.D. 
(Yuma);  Jay  L.  Sitterley,  M.D.  (Flagstaff). 

LEGISLATIVE  COMMITTEE:  Richard  O.  Flynn  M.D.  (Tempe); 
Richard  W.  Abbuhl,  M.D.  (Phoenix);  Richard  H.  Bruner, 
M.D.  (Phoenix);  W.  Scott  Cnisholm,  M.D.  (Phoenix);  Sam 
C.  Colachis.  Jr.,  M.D.  (Phoenix);  William  E.  Crisp,  M.D. 
(Phoenix);  John  W.  Curtin,  M.D.  (Phoenix);  Kenneth  A. 
Dregseth,  M.D.  (Sierra  Vista);  Stanford  F.  Farnsworth,  M.D. 
(Phoenix);  Lawrence  N.  Frazin,  M.D.  (Phoenix);  Donald  M. 


Mar-Negro  #1343,  Guadalajara,  Jalisco,  Mexico 

800  Third  Street,  Marysville,  California  95001 

Hidalgo  #3266  Guadalajara,  Jalisco.  Mexico 

Tucson  Medical  Center.  P.O.  Box  6607,  Tucson,  AZ  85716 

Hospital  Civil,  Guadalajara,  Jalisco.  Mexico 

333  West  Thomas  Road  #207.  Phoenix,  AZ  85013 

Marsella  #510  Sur,  Guadalajara,  Jalisco,  Mexico 

333  West  Thomas  Road.  #207,  Phoenix,  AZ  85013 

Heriberto  Frias  #60  Sur,  Mazatlan,  Sinola,  Mexico 


Gleason.  M.D.  (Tucson);  Donald  F.  Griess,  M.D.  (Tucson); 
Louis  Hirsch,  M.D.  (Tucson);  John  P.  Holbrook,  M.D.  (Tuc- 
son); Terrance  W.  Hull,  M.D.  (Phoenix);  Marion  A.  Jabczen- 
ski,  M.D.  (Phoenix);  John  F.  Kahle,  M.D.  (Flagstaff);  Meyer 
Markovitz  M.D.  (Phoenix);  R.  Michael  O’Harra,  M.D.  (Phoe- 
nix); Robert  J.  Oliver,  M.D.  (Tucson);  Ratibor  Pantovich, 
D.O.  (Phoenix);  O.  Melvin  Phillips,  M.D.  (Scottsdale);  Wil- 
fred M.  Potter,  M.D.  (Scottsdale);  Paul  L.  Schnur,  M.D. 
(Tucson);  Berton  Siegel.  D.O.  (Phoenix);  Paul  L.  Singer,  M.D. 
(Phoenix);  William  L.  Smith,  D.O.  (Phoenix);  Raymond  A. 
Vaaler,  M.D.  (Phoenix);  Dennis  E.  Weiland,  M.D.  (Scotts- 
dale). 

MEDICAL  ECONOMICS  COMMITTEE:  Richard  S.  Armstrong, 
M.D.;  Chairman  (Tucson);  Albert  C.  Asendorf,  M.D.  (Phoe- 
nix); Francis  J.  Bean.  M.D.  (Tucson);  Charles  M.  Berg- 
sehneider,  M.D.  (Scottsdale);  Ian  M.  Chesser,  M.D.  (Tucson); 
Charles  F.  Dalton,  M.D.  (Phoenix);  Wilbur  D.  Dice,  M.D. 
(Yuma);  Kenneth  Dregseth.  M.D.  (Sierra  Vista);  Charles  H. 
Finney,  M.D.  (Phoenix);  William  B.  Helme,  M.D.  (Phoenix); 
Howard  N.  Kandell,  M.D.  (Phoenix);  Patrick  P.  Moraca,  M.D. 
(Phoenix);  Robert  Purpura,  M.D.  (Tucson);  Wallace  A.  Reed, 
M.D.  (Phoenix);  Paul  L.  Schnur,  M.D.  (Tucson);  Richard 
Switzer,  M.D.  (Tucson);  Roger  E.  Wilcox,  M.D.  (Phoenix). 
MEDICAL  EDUCATION  COMMITTEE:  Robert  E.  T.  Stark, 
M.D.,  Chairman  (Phoenix);  Willis  H.  Bower,  M.D.  (Phoenix); 
D'n  el  B.  Carroll,  M.D.  (Phoenix);  Melvin  L.  Cohen,  M.D. 
(Phoenix);  William  E.  Crisp,  M.D.  (Phoenix);  D.  J.  Crosby, 
M.D.  (Phoenix);  Kenneth  S.  Dregseth,  M.D.  (Sierra  Vista); 
Francis  T.  Flood  M.D.  (Phoenix);  Harry  W.  Hale,  M.D. 
(Phoenix);  Robert  E.  Hastings.  Jr.,  M.D.  (Tucson);  Raymond 
J.  Jennett,  M.D.  (Phoenix);  Howard  N.  Kandell,  M.D.  Phoe- 
nix); Jack  M Layton,  M.D.  (Tucson);  Harry  F.  Lenhardt, 
M.D.  (Phoenix);  James  F.  Martin,  M.D.  (Yuma);  R.  T.  Mc- 
Donald (Flagstaff);  Dermont  W.  Melick,  M.D.  (Tucson); 
Dward  G.  Moody,  M.D.  (Nogales);  Arthur  R.  Nelson,  M.D. 
(Phoenix);  Milan  Novak,  Ph.D.,  M.D.  (Tucson);  Eric  J. 
Ramsay,  M.D.  (Tucson);  William  C.  Scott,  M.D.  (Tucson); 
William  F.  Sheeley,  M.D.  (Phoenix);  John  J.  Standifer,  M.D. 
(Kingman);  David  C.  H.  Sun.  M.D.  (Phoenix);  Jesse  W.  Tapp, 
M.D.  (Tucson);  Ashton  B.  Taylor.  M.D.  (Phoenix);  Cecil  C. 
Vaughn,  M.D.  (Phoenix);  Albert  G.  Wagner,  M.D.  (Phoenix); 
John  C.  Flannery  M.D.  (Phoenix). 

OCCUPATIONAL  HEALTH  COMMITTEE:  Joseph  M.  Hughes, 
M.D.,  Chairman  (Phoenix);  Floyd  K.  Berk,  M.D.  (Tucson); 
Sheldon  Davidson,  M.D.  (Phoenix);  Walter  V.  Edwards,  Jr., 
M.D.  (Phoenix);  N.  A.  Ehrmann,  M.D.  (Kearny);  Robert  V. 
Horan,  M.D.  (Morenci);  Robert  B.  Leonard,  M.D.  (Phoenix); 
Florian  R.  Rabe,  M.D.  (Scottsdale);  Eugene  J.  Ryan,  M.D. 
(Phoenix);  Sidney  J.  Stovall,  M.D.  (Phoenix);  William  C. 
Trier,  M.D.  (Tucson);  Maier  Tuchler,  M.D.  (Phoenix);  W.  A. 
Warner,  M.D.  (Phoenix). 
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MEMBERS  ARE  URGED  TO  BRING  MATTERS  ON  INTEREST  AND  CONCERN  TO  THE 
CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF  ANY 
MEMBER  OF  THE  BOARD  OF  DIRECTORS. 

AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


PROFESSIONAL  COMMITTEE:  Robert  S.  Ganelin,  M.D.,  Chair- 
man (Phoenix);  Charles  D.  Connor,  M.D.  (Phoenix);  Joseph 
W.  Hanss,  M.D.  (Phoenix);  George  T.  Hoffmann,  M.D. 
(Phoenix);  Richard  Johns,  M.D.  (Payson);  Helen  Johnson, 
M.D.  (Tucson);  Harold  W.  Kohl,  M.D.  (Tucson);  Laurence 
M.  Linkner,  M.D.  (Phoenix);  Frederick  J.  Brady,  M.D.  (Tuc- 
son); William  G.  Payne,  M.D.  (Phoenix);  Herman  S.  Rhu, 
Jr.,  M.D.  (Tucson);  Donald  F.  Schaller,  M.D.  (Phoenix); 
George  A.  Spendlove,  M.D.  (Phoenix);  Neil  O.  Ward,  M.D. 
(Phoenix). 

PUBLIC  RELATIONS  COMMITTEE:  Charles  H.  Finney,  M.D., 
Chairman  (Phoenix);  Robert  W.  Brazie,  M.D.  (Phoenix);  E. 
F.  Bloemker,  M.D.  (Phoenix),  Walker  Brock,  M.D.  (Phoenix); 
Richard  L.  Jones,  M.D.  (Tempe);  Robert  A.  Johnson,  M.D. 
(Phoenix);  R.  F.  Keeling.  Sr..  M.D.  (Ajo);  Don  V.  Langston, 
M.D.  (Phoenix);  Charles  M.  Lofdahl,  M.D.  (Phoenix);  Irving 
M.  Pallin  M.D.  (Sun  City);  William  Russell,  M.D.  (Phoenix); 
William  C.  Scott.  M.D.  (Tucson);  Lawrence  J.  Shapiro,  M.D. 
(Phoenix);  Selma  E.  Targovnik,  M.D.  (Phoenix);  Morton  S. 
Thomas,  III,  M.D.  (Wickenburg). 

PUBLISHING  COMMITTEE:  John  R.  Green,  M.D..  Chairman 
(Phoenix);  Andre  J.  Bruwer,  M.D.  (Tucson);  John  C.  Duffy, 
M.D.  (Tucson);  Walter  V.  Edwards,  Jr.,  M.D.  (Phoenix); 
Gerold  Kaplan  M.D.  (Phoenix);  William  B.  McGrath.  M.D. 
(Phoenix);  David  Pent,  M.D.  (Phoenix);  David  C.  H.  Sun, 
M.D.  (Phoenix). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Vincent  A.  Fulginiti, 
M.D.  Chairman  (Tucson);  S.  C.  Anand,  M.D.  (Phoenix); 
Thomas  E.  Bittker.  M.D.  (Phoenix);  William  E.  Bishop,  M.D. 
(Globe);  W.  Scott  Chisholm,  M.D.  (Phoenix);  Paul  H. 

Duffey,  M.D.  (Tucson);  Milton  S.  Dworin,  M.D.  (Tucson); 

Thomas  F.  Hartley,  M.D.  (Scottsdale);  Thomas  Henry.  M.D. 
(Flagstaff);  James  M.  Hurley,  M.D.  (Phoenix);  Mark  M. 

Kartchner.  M.D.  (Tucson);  Norman  N.  Komar,  M.D.  (Tuc- 
son'; Eugene  Leibsohn.  M.D.  (Phoenix);  Philip  Levy,  M.D. 
(Phoenix);  J.  Frank  Martin,  M.D.  (Yuma);  George  W.  Nash, 
M.D.  (Tucson);  John  E.  Oakley.  M.D.  (Prescott);  Wilfred  M. 
Potter,  M.D.  (Scottsdale);  Neopito  L.  Robles,  M.D.  (Tucson); 
W.  David  Rummel,  Jr..  M.D.  (Prescott);  William  C.  Scott, 
M.D.  (Tucson);  Luis  S.  Tan,  M.D.  (Phoenix);  Oscar  A. 

Thorup.  Jr.  (Tucson);  J.  Garland  Wood,  M.D.  (Flagstaff); 
Donald  Ziehm,  M.D.  (Phoenix). 


COUNTY  MEDICAL  SOCIETY  OFFICERS,  1973-74 

APACHE:  H G.  Erhart.  M.D..  President,  Box  71,  Springerville, 
85938;  D.  L.  Neel,  M.D.,  Secretary,  Box  827,  Lakeside, 
85929. 

COCHISE:  Richard  Groschupf,  M.D.,  President,  1105  San  Antonio 
Ave.,  Douglas,  85607;  C.  E.  Gritsavage,  M.D.,  Secretary, 
1530,  12th  St.,  Douglas,  85607. 

COCONINO:  William  J.  Austin,  M.D.,  President,  1355  N.  Beaver, 
Flagstaff,  86001;  B.  Alfred  Finney,  M.D.,  Secretary,  1355 
N.  Beaver,  Flagstaff,  86001. 

GILA:  Bernard  J.  Collopy.  M.D.,  President.  Miami  Inspiration 
Clinic,  Miami  85539;  D.  B.  Gilbert,  M.D.,  Secretary,  P.  O. 
Box  1030,  Payson  85541. 

GRAHAM:  William  R.  Sullivan,  M.D..  President.  2016  W.  16th 
St.,  Safford,  85546;  Edward  R.  Curtis,  M.D.,  Secretary,  503 
5th  Ave.,  Safford,  85546. 

GREENLEE:  Gordon  Garrioeh,  M.D..  President,  Morenci  Hospital, 
Morenci,  85540;  Roberto  A.  Dinglasan,  M.D.,  Secretary, 
Morenci  Hospital,  Moreneie,  85540. 

MARICOPA:  William  E.  Crisp,  Jr.,  M.D.,  President;  Max  L. 
Wertz,  M.D.,  Secretary. 

(Society  address:  2025  North  Central  Avenue,  Phoenix  85004) 
MOHAVE:  Donald  Nelson,  M.D..  President,  2178  McCulloch 
Blvd..  Lake  Havasu  City,  86403;  Earl  Gilbert,  M.D.,  Secre- 
tary, Mohave  General  Hospital,  Kingman,  86401. 

NAVAJO:  George  G.  Bertino,  Jr.,  M.D..  President,  1500  William- 
son Ave.,  Winslow,  86047;  R.  Joseph  Haley  III,  M.D., 
Secretary,  P.O.  Box  700,  Holbrook,  86025. 

PIMA:  Richard  S.  Armstrong,  M.D.,  President;  George  W.  King, 
M.D.,  Secretary. 

(Society  address:  2555  East  Adams  Street,  Tucson) 

PINAL:  James  M.  Wagoner,  M.D.,  President.  1123  E.  Florence, 
Casa  Grande  85222;  Paul  A.  Rosborough,  M.D.,  Secretary, 
Pinal  General  Hospital,  Florence  85232. 

SANTA  CRUZ:  James  L.  McCullough,  M.D.,  President,  711 

Nlorley  Ave.,  Nogales  85621;  Charles  S.  Smith,  M.D., 
Secretary,  P.O.  Box  1382,  Nogales,  85621. 

YAVAPAI:  G.  F.  McNally,  M.D.,  President,  2400  Nolte  Dr., 
Prescott  86301;  John  Houston,  M.D.,  Secetary,  533  W. 
Gurley,  Prescott  86301. 

YUMA:  Lester  G.  Olin,  M.D.,  President,  2244  Ave.  A,  Yuma, 
85364;  Dirk  Frauenfelder,  M.D.,  Secretary,  P.O.  Box  4370, 
Kofa  Station,  Yuma,  85364. 


WOMAN’S  AUXILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION  1973-74 

PRESIDENT  Mrs.  Thomas  Jarvis  (Barbara) 

1266  Skyline  Drive,  Globe,  85501 

PRESIDENT-ELECT  Mrs.  Raymond  Vaaler  (Ann) 

3624  North  54th  Court,  Phoenix,  85018 

1st  VICE  PRESIDENT  Mrs.  Howard  Kimball  (Ella) 

414  West  Northview  Avenue,  Phoenix,  85021 

2nd  VICE  PRESIDENT Mrs.  Ruben  Acosta  (Mary) 

85  Sierra  Vista  Drive,  Tucson,  85719 

RECORDING  SECY .Mrs.  William  Robev  (Barbara) 

Box  597,  Litchfield  Park,  85340 

TREASURER Mrs.  John  Vosskuhler  (JoAnn) 

2220  N.  Crescent  Drive,  Flagstaff,  86001) 

DIRECTOR,  1973-74  Mrs.  Charles  I.  Fisher  (Peggy) 

352  West  Berridge  Lane,  Phoenix.  85013 

DIRECTOR,  1972-74  Mrs.  Robert  Hancock  (Elvera) 

1004  West  Palo  Verde  Drive,  Phoenix  85013 

DIRECTOR,  1973-75  Mrs.  Joseph  McNally  (Suzie) 

Route  1,  Box  320,  Prescott,  86301 

CHAPLAIN  Mrs.  Sam  M.  Mackoff  (Selma) 

5343  N.  23rd  St.,  Phoenix,  85016 

CORRESPONDING  SECY Mrs.  Paul  Jarrett  (Beverly) 

501  E.  Pasadena,  Phoenix,  85012 

HISTORIAN  Mrs.  Melvin  Phillips  (Jean) 

111  West  Palmdale,  Tempe,  85281 

PARLIAMENTARIAN Mrs.  Robert  Oliver  (Nicki) 

910  North  Wilmot  Road,  Tucson,  85711 


COUNTY  AUXILIARY  PRESIDENTS 


COCONINO  Mrs.  John  Vosskuhler  (JoAnn) 

2220  N.  Crescent  Drive,  Flagstaff,  86001 

GILA  Mrs.  B.  J.  Collopy  (Dinah) 

Box  342,  Miami,  85539 

MARICOPA  Mrs.  Albert  Wagner  (Helen) 

3216  E.  Meadowbrook  Avenue,  Phoenix  85018 

PIMA  Mrs.  Robert  Goldfarb  (Lesley) 

5051  Mission  Hill  Drive,  Tucson.  85718 

YAVAPAI  Mrs.  Evaristo  Martinez  (Frances) 

1172  Country  Club  Dr.,  Prescott.  86301 

YUMA  Mrs.  Robert  Delph  (Grace) 

1921  16th  Place,  Yuma,  85364 


CHAIRMAN  OF  STANDING  AND  SPECIAL  COMMITTEE 
1973-74 


AMA-ERF  Mrs.  Lawrence  Bailey  (Mary  Ann) 

712  West  Oregon,  Phoenix  85013 

BYLAWS  Mrs.  Glen  Walker  (Ruth) 

Box  1225.  Coolidge,  85228 


COMMUNITY  HEALTH  EDUC Mrs.  Boyd  Metcalf  (Kay) 

5701  Calle  Del  Paisano,  Phoenix,  85018 

COMMUNITY  HEALTH  SERV Mrs.  Ralph  Linden  (Sylvia) 

1971  West  15th  Street.  Yuma,  85364 

CONVENTION  Mrs.  Dennis  E.  Weiland  (Jeanne) 

5826  N.  Monte  Vista  Drive,  Scottsdale,  85253 

FINANCE  Mrs.  Carl  Shrader,  Jr.,  (Ginny) 

1615  Aztec,  Flagstaff,  86001 

GEMS  Mrs.  David  Gilbert  (Fay) 

Box  1030,  Payson,  85541 

HAMER  EDUC.  LOAN  FUND  ....  Mrs.  Alvin  Swenson  (Vicki) 
5250  Bartlett  Circle,  Phoenix.  85016 

HEALTH  MANPOWER  Mrs.  Luis  Tan  (Mary  Jo) 

3510  East  Nita  Road,  Paradise  Valley 

HOSTESS  Mrs.  James  Hopkins  (Pat) 

37  N.  Country  Club  Drive.  Phoenix,  85014 
INTERNATIONAL  HEALTH  . . . Mrs.  B.  L.  Whitman  (Alberta) 
V.  A.  Center,  Box  22.  Prescott,  86301 
LEGISLATION  Mrs.  Warren  S.  Williams  (Pete) 


Route  5.  Box  893,  Tucson,  85718 
TEMPE,  MESA,  CHANDLER,  LIAISON 

Mrs.  John  Hanigsberg  (Barbara) 
1610  East  Donner  Street,  Tempe,  85282 
ORGANIZATION  & MEMBERSHIP  Mrs.  Howard^  Kimball  (Ella) 
414  West  Northview  Avenue,  Phoenix.  85021 

PROCEDURES  & GUIDELINES  Mrs.  M.  J.  Harvey  (Rita) 

P.O.  Box  1729,  Lake  Havasu  City,  86403 

PROGRAM  Mrs.  Raymond  Vaaler,  (Ann) 

3624  North  54th  Court,  Phoenix,  85018 

PUBLICATIONS  Mrs.  Orlin  Wry  (Connie) 

2521  N.  Shade  Tree  Lane,  Tucson  85715 

PUBLIC  RELATIONS  Mrs.  George  Stavros  (Theresa) 

315  W.  Kaler,  Phoenix,  85021 

REPORTS  Mrs.  Charles  Kalil  (Ylma) 

1300  East  Missouri  Ave.,  Phoenix 

WASAMA  Mrs.  Wm.  Price  (Ann) 

4524  N.  59th  Avenue,  Phoenix,  85033 
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Pharmacy  Directory 


Classified 


FAIRMONT  PHARMACY 

AN  INDEPENDENT 
WITH 

CHAIN  STORE  PRICES 

3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


Lute^  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


Sum  1920” 

• COSMETICS 

• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MmALPINE'S 

DRUG  STORE 

TIE  %£SS  STOIC 


2303  N.  7tb  ST. 

DON  BRISCOE  - PHARMACIST 


UNITED  COLLECTION  CORPORATION 

Tempe  Office 

Tucson  Office 

1 602  East  Williams 

2030  E.  Broadway 

Tempe,  AZ  85281 

Suite  1 0 1 

Ph:  (602)  966-7275 

Tucson,  AZ  8571  9 
Ph:  (602)  884-8180 

NEW  LUXURY  FOUR  STORY 
MEDICAL  BUILDING 

Arizona  Medical  Plaza 
1 728  West  Glendale  Avenue 
Phoenix,  Arizona 

Ninety  percent  occupied  needs  the  following 
physicians:  Neurologist;  Neurosurgeon;  Physi- 
cal Medicine  Specialist;  Gastroenterologist;  Al- 
lergist; Chest  Psysician  and  General  Practi- 
tioner. Please  call  Mr.  Bob  Ballard  264-1039. 


Medical  Transcription 
For  Physicians  and 
Hospitals 


MULLEN  MEDICAL  SERVICE 

4445  North  36th  Street 
Phoenix,  Arizona  85018 
Telephone  (602)  955-0763 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 702 
100  W.  Clarendon  — Phoenix 
Telephone  263-8526 
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DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  327-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1 932" 


LOCATION  NEEDED 

Psychiatrist,  age  54,  board  certified,  seeks 
clinic  or  group  affiliation  in  the  greater  Phoe- 
nix area.  Please  contact:  W.  Rothes,  M.D., 
P.  O.  Box  4386,  Yuma  AZ  85364,  Phone:  602- 
783-8360. 


FOR  SALE 

Micronaire  #400  portable  electrostatic  precipi- 
tator, manufactured  by  Dohme  laboratories;  50 
hours  operating  time;  original  price  $175,  ask- 
ing $50.  Phone:  (602)  959-9616. 


COLLECTION  PROBLEMS? 

Over  four  years  of  experience  in  Arizona  has 
proven  that  our  system  produces  excellent  re- 
sults using  "soft  collection"  methods  at  costs 
averaging  10%  of  moneys  recovered.  We  have 
documented  cases  of  recovery  costs  as  low  as 
2%.  Paid  accounts  are  the  best  accounts.  Call 
or  write:  American  Billing  Corporation  — 4014 
N.  7th  Street  — Phoenix,  Arizona  85014  — 
265-4729. 


OFFICE  SPACE 

Wonderful  location  for  a new  medical  doctor 
in  the  Gym  & Swim  building,  3530  E.  Thomas 
Rd.,  Phoenix;  very  low  rent,  great  possibilities. 
Contact:  Ron  Byrum  or  Manny  Kahn. 


ACRE  OF  PARADISE 

This  blue  chip  offering,  high  above  the  pres- 
sures of  the  city,  affords  supreme  living  at 
its  best.  Over  four  thousand  square  feet  of 
grandeur  and  distinction,  priced  for  the  dis- 
criminating at  $198,500.  A beautiful  oppor- 
tunity to  brighten  your  future.  Contact  Vivian 
Balzer,  946-981  1 , for  a private  showing. 
Clements  Realty  947-4261 
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*IZONA  MEDICAL  ASSOCIATION 

3 WEST  BETHANY  HOME  ROAD  - PHOENIX,  ARIZONA  8501  3 - PHONE:  263-8900 


When  G.L 

complaints  occur 
in  the  absence 
of  organic  findings, 
underlying 
anxiety  may  be 
one  factor 


The  influence  of  anxiety  on  gastrointesti- 
nal function.  Excessive  anxiety  and  tension  can 
adversely  affect  the  function  of  any  portion  of  the 
gastrointestinal  system.  Complaints  are  varied,  e.g.j 
epigastric  pressure,  heartburn,  ulcerdike  pain,  diar- 
rhea,  etc.  A vicious  circle  may  develop  in  which 
anxiety  and  G.I.  disorders  intensify  each  other. 

Prime  objectives  of  total  patient  therapy  in- 
elude:  symptomatic  relief,  removal  of  apprehensions 
about  organic  disease  and  helping  the  patient  urv 
derstand  how  excessive  anxietv  may  trigger  physical 


■ 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or  accom- 
panying various  disease  states. 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alco- 
hol and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring  complete  mental  alertness  (e.g.,  oper- 
ating machinery,  driving).  Though  physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended  doses,  use  caution  in  administer- 
ing to  addiction-prone  individuals  or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates,  have  been  reported.  Use  of 
any  drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age  requires 
that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six, 
limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclude 
ataxia  or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not  rec- 
ommended in  children  under  six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 


i 


complaints.  Brief  counseling  and  the  utilization  of 
favorable  factors  in  the  patient’s  personality  and 
environment  can  often  provide  needed  support. 


Antianxiety  therapy  Antianxiety  medica- 
tion  may  prove  a valuable  supplement  when  coun- 
seling  and  reassurance  are  not  sufficient  to  allay 
the  patient’s  emotional  distress  and  relieve  his 
anxiety-provoked  physical  complaints.  The  agent 
prescribed  should  be  both  clinically  effective  and 
generally  free  from  undesirable  side  effects. 
Librium  (chlordiazepoxide  HC1)  meets  these  re- 
quirements  with  a high  degree  of  consistency,  and 
has  a wide  margin  of  safety  and  an  excellent  record 
of  patient  acceptance.  The  most  common  side  ef- 
fects reported  have  been  drowsiness,  ataxia  and  con- 
fusion, particularly  in  the  elderly  and  debilitated. 

Whenever  anxiety  is  a clinically  significant 
factor,  adjunctive  Librium  is  used  concomitantly 
with  specific  gastrointestinal  drugs  such  as  anti- 
cholinergic agents.  Once  anxiety  has  been  reduced 
to  appropriate  levels,  treatment  with  Librium 
should  be  discontinued. 


For  relief  of 
excessive  anxiety 

adjunctive 

Librium*  10  mg 

(chlordiazepoxide  HC1) 
lor  2 capsules  t.i.d./q.i.d. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J.  07110 


in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive  children.  Employ  usual  precautions 
in  treatment  of  anxiety  states  with  evidence  of  impending  depression;  suicidal 
| tendencies  may  be  present  and  protective  measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
i dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  encountered 
are  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irregularities, 
: nausea  and  constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally  controlled  with  dosage  reduction;  changes 
; in  EEG  patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 mg,  10  mg  or  25  mg  chlor- 
diazepoxide HC1.  Libritabs®  Tablets  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide. 


Bio-Science 


TSH  by  RIA  at  BSL 

Bio-Science  Laboratories  adds  still  another  valuable 
laboratory  aid  for  the  diagnosis  of  thyroid  disorders:  serum 
Thyroid  Stimulating  Hormone  (TSH)  by  radioimmunoassay 
(RIA).  The  exquisite  sensitivity  of  the  RIA  technic  permits 
the  detection  of  normal  levels  of  TSH,  which  have  been 
reported  to  average  about  4.0  microunits/ml  with  a range 
of  “non-detectable  to  10  microunits/ml”  (Hershman,  J.  M. 
and  Pittman,  J.  A.,  New  Eng.  J.  Med.  285: 997,  1971). 

The  RIA  method  for  TSH  was  pioneered  by  Utiger  and 
Odell  et  at.  in  1965.  We  are  employing  Hershman’s  modifi- 
cation of  this  method.  Hershman  and  Pittman  have  reviewed 
the  utility  of  the  RIA  of  serum  TSH  in  man  (Annals  Intern. 
Med.  74: 481,  1971)  and  have  emphasized  its  usefulness 
both  for  establishing  the  diagnosis  of  primary  hypothyroid- 
ism and  for  differentiating  it  from  hypothyroidism  secondary 
to  hypopituitarism.  TSH  levels  above  normal  are  strongly 
suggestive  of  the  existence  of  primary  hypothyroidism  and 
may  in  fact  be  the  most  sensitive  index  of  this  disease. 

Quotable  Quotes 

FOLATE: 

. . the  results  support  the  suggestion  that  red  cell  folate 
provides  a better  assessment  of  folate  status  than  does 
serum  folate.”  (J.  Clin.  Path.  22:212,  1969). 

“.  . . serum  folate  assay  is  a valuable  routine  test  in  pa- 
tients who  have  a macrocytic  anaemia  and  low  serum 
vitamin  B,2.”  (J.  Clin.  Path.  24: 244,  1971). 

Note:  We  offer  both  serum  and  red  cell  folate  measure- 
ments. As  a matter  of  fact,  if  you  order  a red  cell  folate, 
our  report  includes  both  serum  and  red  cell  values. 

RUBELLA: 

“HAI  (hemagglutination  inhibition)  antibodies  are  the  first 
to  be  detectable,  around  12-15  days  after  exposure;  they 
rise  rapidly  and  reach  peak  titers  within  one  to  three  weeks 

and  the  CF  response  is  delayed  10-14  days  after 

onset,  with  maximal  titers  being  attained  after  three  or  four 
weeks.”  (J.  Infect.  Diseases  723:640,  1971). 


More  New  Tests 
at  Your  Service 

Some  of  the  newer  tests  currently  available  from  Bio- 
Science  Laboratories  are  listed  below: 

Amebic  (E.  histolytica)  antibodies 

Aldosterone  by  RIA 

Anti-DNA  antibodies 

Complement  decay  rate 

Cyclic  AMP  by  RIA 

Digoxin  or  digitoxin  in  serum,  by  RIA 

Estradiol  by  RIA 

Gamma  glutamyl  transpeptidase 
Gastrin  by  RIA 
Hemoglobin  S,  screening 
Histidine 

Human  somatomammotropin 
(Human  placental  lactogen) 

Lecithin:  sphingomyelin  ratio  in  amniotic  fluid 
Measles  antibody  by  CF 
Mumps  antibody  detection 
Parathyroid  hormone  by  RIA 
Phenotyping  of  Lipoproteins: 

Indirect  confirmation  of  II,  III,  IV 
Red  cell  enzyme  screening 
Renin,  by  RIA  or  bioassay 
Thyroid  microsomal  antibody 
TSH  by  RIA 

T3  level  in  serum  by  RIA 
Vitamin  E (a-tocopherol) 

Bio-Science  is  a full-service  lab  that  can  handle  all  your 
clinical  lab  needs.  Try  us. 


Main  Lab:  7600  Tyrone  Ave., 
Van  Nuys,  California  91405 

Philadelphia  Branch: 

1 1 6 So.  Eighteenth  St., 
Philadelphia,  Pa.  19103 
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Bio-Science  Laboratories 

7600  Tyrone  Avenue 
Van  Nuys,  California  91405  Dept.  A A 
or 

1 16  So.  Eighteenth  St. 

Philadelphia,  Pa.  19103 

Gentlemen:  Please  send  me,  without  obligation: 

A copy  of  your  Handbook  of  Specialized 
Diagnostic  Laboratory  Tests 

A lab  pack  containing  a small  supply  of 
postage-paid  mailing  containers  and  Fee  Schedule 


Name 


Address 


City 


State 


HANDBOOK  OF  SPECIALIZED 
DIAGNOSTIC  LABORATORY  TESTS 


This  200-page  book,  now  in  its  tenth 
edition,  is  a uniquely  informative 
source  to  keep  you  up-to- 
date  on  the  newer  labo- 
ratory tests,  such  as 
serum  TSH,  available  to 
clinicians.  You  will  find  it  a 
handy  reference  guide  for 
normal  values  and  quick 
summations  on  tests  which 
can  aid  in  your  diagnostic 
problems.  Copies  are  available 
to  physicians  and  lab  personnel 
without  obligation.  Simply  fill  out 
and  mail  this  coupon. 
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It’s  time  for  action  to  defend  the  laws 
and  regulations  that  protect  your 
patients  against  drug  substitution . 

These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations: 


The  American  Academy  of  Dermatology 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  Trustees  of  the 
American  Dental  Association 


The  Board  of  Trustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Association 

The  Executive  Committee  of  the 
National  Association  of  Retail 
m Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggists' 
Association 
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Jint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
taffirm  the  support  of  the  participat- 
i ; organizations  for  the  laws,  regula- 
t ns  and  professional  traditions  which 
phibitthe  unauthorized  substitution 
cdrug  products. 

Traditionally,  physicians,  den- 
tits  and  pharmacists  have  worked 
operatively  to  serve  the  best  inter- 
e :s  of  patients.  Productive  coopera- 
t n has  been  achieved  through 
ritual  respect  as  well  as  a common 
cicern  for  the  ideals  of  public 
s vice.  This  mutual  respect  has  been 
r lected,  in  part,  by  joint  support 
or  the  years  for  the  adoption  and 
e:orcement  of  laws  and  regulations 
Sicifically  prohibiting  unauthorized 
Bpstitution  and  encouraging  joint 
dcussion  and  selection  of  the 
s.jrce  of  supply  of  drug  products. 

Ip  basic  principles  of  medical,  den- 
t<  and  pharmacy  practice  are  thus 
u ized  and  preserved  in  the  interest 
obatient  welfare. 

The  antisubstitution  laws  have 
n obstructed  enhancement  of  the 
P'fessional  status  of  pharmacy  any 
n re  than  they  have  in  and  of  them- 
s ves  guaranteed  absolute  protec- 
ti  i from  unsafe  drugs,  or  freed 
p/sicians,  dentists  and  pharmacists 
film  their  responsibilities  to  patients. 
Aa  practical  matter,  however,  such 
las  and  regulations  encourage  inter- 
P fessiona I communications  regard- 
ir  drug  product  selection  and  assure 
e :h  profession  the  opportunity  to 
el.rcise  fully  its  expertise  in  drug 
- ige,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
3 urged  to  increase  the  frequency 
i regularity  of  their  contacts  with 
irmacists  in  selection  of  quality 
g products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  serving  their 
patients. 


Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. , Washington,  D.  C.  20005 


*This  drug  has  been  evaluated  as  “possibly”  effective  for  this  indication. 

See  brief  summary  of  prescribing  information  on  facing  page  for  Indications, 

Contraindications,  Warnings,  Precautions  and  Adverse  Reactions.  © mcn  73 


Help  relieve  pain,  restore  mobility  with 


RAFON  FORTE 

■ ARAFLEX®  Cchlorzoxazone)+  250  mg  ; TYLENOL®  [acetaminophen)  300  mg. 


Tablets 


>ARAFON  FORTE  Tablets 
lelp  relieve  pain, 
estore  mobility  and 
top  pain'Spasm 
eedback  by  providing: 

non  salicylate  analgesic  equal  to 
>pirin  for  relief  of  pain,* 1'2  yet  unlikely 
|)  cause  the  gastric  irritation,2’3 
lergic  reactions2  or  increased  bleeding 
! me4  associated  with  aspirin  therapy. 


ad  a skeletal  muscle  relaxant 
aown  in  extensive  clinical  studies  to  be 
>eful  in  a variety  of  low  back 
borders5-7*  but  which  is  not  an 
atihistamine  or  tranquilizer  derivative 
ad  is  unlikely  to  produce  a 
ijanquilizing  or  sedative  effect.8 


(Indications  Based  on  a review  of  this  drug  by  the  National 
\cademy  of  Sciences-National  Research  Council  and/or  other 
nformation,  FDA  has  classified  the  indications  as  follows: 

'Possibly"  effective  for  the  relief  of  severe  skeletal  muscle  pain 
and  spasm  when  associated  with  acute  disorders  of  the  lower 
back  (including  acute  exacerbations  of  chronic  conditions). 


writraindications:  Sensitivity  to  either  component. 

Vrnings:  Usage  in  Pregnancy-Use  in  woman  of  child-bearing 
dential  only  when  potential  benefits  outweigh  possible  risks. 

F cautions:  Exercise  caution  in  patients  with  known  allergies  or 
lory  of  drug  allergies.  If  a sensitivity  reaction  or  any  signs  or  symp- 

I is  suggestive  of  liver  dysfunction  are  observed,  the  drug  should 
Estopped. 

/ verse  Reactions:  Occasionally,  drowsiness,  dizziness,  lighthead- 
feiess,  malaise,  overstimulation  or  gastrointestinal  disturbances 
fly  be  noted;  rarely,  allergic-type  skin  rashes,  petechiae,  ecchy- 
■Tjses,  angioneurotic  edema  or  anaphylactic  reactions.  In  rare  in- 

fces,  Paraftex  (chlorzoxazone)  may  possibly  have  been  associ- 
with  gastrointestinal  bleeding.  While  Paraftex  (chlorzoxazone) 
chlorzoxazone-containing  products  have  been  suspected  as 
g the  cause  of  hepatic  toxicity  in  approximately  eighteen  pa- 
s,  it  was  not  possible  to  state  that  the  dysfunction  was  or  was  not 

3 induced. 

*■  lal  Adult  Dosage:  Two  tablets  q.i.d. 

Sjplied:  Scored,  light  green  tablets,  imprinted  "McNEIL"— 
titles  of  100. 

Ferences:  1.  Batterman,  R.C.,  and  Grossman,  A.J.:  Fed  Proc.  14: 316, 
i 5.  2.  Goodman,  L S.,  and  Gilman,  A , ed  : The  Pharmacological  Basis  of 
_ rapeutlcs,  ed.  4 New  York,  The  Macmillan  Company,  1970.  3.  Vickers, 
“ Gastroint.  Endosc.  14  94,  1967  4.  Mielke,  C.H  , Jr,  and  Britten  A.F  H 
Ef  Engl.  J Med  282:1270,  1 970  (CorrespJ.  5.  Vernon,  W.G  Curr.  Therap. 
T J4:801 , 1972.  6.  Schelner,  JJ:  Curr.  Therap.  Res.  14: 168,  1972  7. 
VRer,  J.M  : Curr.  Therap.  Res.  15: 248,  1973  8.  Friend,  D G : Clin.  Pharma- 
P Ther.  5:871,  1964. 

tU.S.  Patent  No.  2,895,877 
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Are 

foxes  si 

problem. 

Doctor? 

Undoubtedly!  But  there’s  at  least  a 
partial  answer  that  may  make  the  hurt 
less  and  the  net  worth  greater. 

Look  at  it  this  way.  Taxes  presently  paid, 
if  properly  structured,  could  be  paying 
for  new  equipment.  It’s  a case  of 
redirecting  present  taxes  to  help  fund  the 
acquisition  of  new  equipment. 

No  need  to  worry  about  the  time  that 
depreciation  runs  out  and  taxes  run  back 
in.  It’s  simply  a better  use  of  capital. 
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The  Medi-Fund  Corporation 

525  Spruce  Street 

San  Francisco,  Ca.  94118 


Please  tell  me  more  about  these  services 


□ Profit  center  lease  □ New  equipment  rental 

□ New  equipment  lease  □ Tax  shelter  investments 

□ New  practice  lease  □ Purchase  leaseback 


j Name I 

J Address  ji 

I City  State  Zip 
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The  Leader 


Blue  Shield® 

of  Arizona 


®'  Registered  Service  Mark  of  the  National  Association  of  Blue  Shield  Plans 


Banana-Flavored  Donnagel  PG 

The  civilized  solution  to  the  age-old  problem  of  diarrhea. 


The  evolution  of  Donnagel- PG: 

Kaolin  and  pectin  to  provide  demulcent-detoxicant  effects. 

Belladonna  alkaloids  for  antispasmodic  benefits. 

Powdered  opium,  the  therapeutic  equivalent  of  paregoric— without 
the  unpleasant  taste— to  promote  the  production  of  formed  stools  and 
lessen  the  urge. 

And  a delicious  banana  flavor  good  enough  for  the  most  discriminating 
tastes. 

All  together  in  the  evolutionary  discovery  that’s  the  best-tasting  way 
yet  to  treat  acute,  non-specific  diarrheas. 


Donnagel  PG 

Donnagel  with  paregoric  equivalent. 


Each  30cc.  contains: 

Kaolin 6.0  g. 

Pectin 142.8  mg. 

Hyoscyamine  sulfate 0.1037  mg. 

Atropine  sulfate 0.0194  mg. 

Hyoscine  hydrobromide 0.0065  mg. 

Powdered  opium,  USP 24.0  mg. 

(equivalent  to  paregoric  6 ml.) 

(warning:  may  be  habit  forming) 

Sodium  benzoate 

(preservative) 60.0  mg. 

Alcohol,  5% 


(v  Available  on  oral  prescription  or  without  prescription 
in  compliance  with  applicable  state  and  local  law. 
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Chimp  courtesy  of  Ringling  Brothers  & Bamum  & Bailey  Combined  Shows,  Inc. 


A.  H.  Robins  Company,  Richmond,  Virginia  23220 
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TRACT 

WITH  THE 


Select  the  Robitussin® 
“Clear-Tract”  Formulation 
That  Treats  Your  Patient’s 
Individual  Coughing 
Needs: 
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ROBITUSSIN®  4 

ROBITUSSIN  A-C®  4 

ROBITUSSIN-DM®  4 

ROBITUSSIN-PE®  4 

COUGH  CALMERS®  I 

Ke«p  thit  handy  chart  at  a guide  In  selecting  the  formula  that  provides  the  benefits  you  want  for  your  patient. 


The  coughing  season  is  here  again.  Time  to 
rely  on  the  four  Robitussins  and  Cough 
Calmers  to  help  clear  the  lower  respiratory 
tract.  All  contain  glyceryl  guaiacolate,  the 
efficient  expectorant  that  works  system ically 
to  help  increasethe  output  of  lower  respiratory 
tract  fluid.  The  enhanced  flow  of  less  viscid 
secretions  soothes  the  tracheobronchial  mu- 
cosa, promotes  ciliary  action,  and  makes  thick, 
inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “flu” 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  severe  coughs 

ROBITUSSIN  A-C®  (9 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 


ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  15  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form  for  “coughs  on  the  go” 


COUGH  CALMERS® 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 7.5  mg. 


Relieves  cough,  clears  sinuses  and  nasal  passages — 
keeps  them  “drip-dry”  but  not  bone  dry 


ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride 10  mg. 

Alcohol,  1.4% 
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A.  H.  Robins  Company,  Richmond,  Virginia  23220 


At  Your  Service  in 
The  Grand  Canyon  State 


In  the  state  whose  name 
comes  from  the  Indian  word, 
arizonac,  perhaps  meaning 
small  spring . . . 
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PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC 

KANSAS  CITY.  MO  64137 

is  represented  by . 


Bruce  Evers 


Steve  Thornburg 


Greg  Watkins 


Puts  comfort  in  your  prescription 

for  nicotinic  acid 


mended  for  all 
id  has 
tions 

on  and  for 

e correction  of  nicotinic  acid 
cies. 

dications:  Individuals  with  a 
sitivity  to  nicotinic  acid,  severe 
otension  or  hemorrhaging. 
rnings:  Use  with  caution  in  those  patients 
h history  of  peptic  ulcer,  severe  diabetes, 
paired  gall  bladder  or  liver  functions  and 
pregnant  women. 

verse  Reactions:  Patients  should  be 
ormed  of  the  short-lived  reactions 
rienced  with  nicotinic  acid  therapy: 
eous  flushing,  a sensation  of  warmth, 
ling  and  itching  of  the  skin,  increased 
rointestinal  motility  and  sebaceous 
nd  activity. 

age  and  Administration:  One  capsule 
ry  12  hours  or  as  directed  by  physician. 
ution:  Federal  law  prohibits  dispensi 
hout  prescription. 

w Supplied:  Bottles  of  100  capsules, 
her  patient  benefit  product  from 

I PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC 

SAS  CITY  MISSOURI  64137 
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NICC-400®  (nicotinic  acid)  capsule  provides 

• Controlled  flushing  for  the  desired  effects  without 
therapy-limiting  side  effects. 

• Convenient  b.i.d.  dosage  that’s  less  likely  to  be 
forgotten. 

• The  economy  of  nicotinic  acid  medication. 

For  comfort  wherever  nicotinic  acid  is  used 


(nicotinic  acid)  Plateau  CAPS 


ARIZONA  MEDICINE 


Address  all  correspondence  to  the 
Journal  Offices 
81 0 W.  Bethany  Home  Rd., 

Phoenix,  Arizona  8501 3 

Bruce  E.  Robinson 
Business  Manager 

National  Representative 
State  Journals  West 
Melvin  B.  Tyler,  Advertising  Manager 
693  Sutter  Street 
San  Francisco,  California  94102 

"The  material  in  this  journal  is  not  copyright- 
ed. We  ask  that  anyone  using  material  from 
it  note  the  previous  publication  in  ARIZONA 
MEDICINE." 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of 
scientific  articles  for  publication  in  ARIZONA 
MEDICINE.  All  such  contributions  are  greatly 
appreciated.  All  will  be  given  equal  consider- 
ation. 

Material  submitted  for  publication  in  ARI- 
ZONA MEDICINE  should  conform  to  the  fol- 
lowing policies: 

1.  Manuscripts,  including  references  or  bib- 
liography, should  be  typewritten,  double- 
spaced, on  one  side  of  the  paper  only,  and 
the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  med- 
cal  writing  as  followed  by  the  JOURNAL  OF 
THE  AMERICAN  MEDICAL  ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccur- 
acies, the  ultimate  responsibility  is  the  author's. 

4.  Articles  are  accepted  for  publication  only 
if  they  are  contributed  exclusively  to  this  Jour- 
nal. Ordinarily,  contributors  will  be  notified 
within  60  days  if  a manuscript  is  accepted  for 
publication.  Every  effort  will  be  made  to  re- 
turn unused  manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all 

material. 

6.  Reprints  will  be  supplied  to  the  author  at 
printing  cost. 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  Increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher-tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  Is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  mond- 
ial overgrowth)  in  the  anogenital  region. 

Skin:  maculopapularand  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) . 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS) . 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults-  600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, 'Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q.i.d.  for  a total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children -3  to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules;  syruD  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 
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WALLACE  PHARMACEUTICALS 
CRANBURY,  NEW  JERSEY  08512 


When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

Rondomycin  300mg 

[meUhacycEine  HCI]  Capsules 

Delivers  from  the  very  first  dose: 

tudies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 
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PHOENIX,  ARIZONA,  JULY  20,  1974 

To  assure  your  reservation  send  $100  deposit  to: 

Arizona  Medical  Association,  Inc. 

810  West  Bethany  Home  Road  Phoenix,  AZ  85013 


Sign  of  a cold  sufferer 
Time  for  Ornade 


Fast  relief  of 

upper  respiratory  congestion 

and  hypersecretion 

with  convenient  b.i.d.  dosage. 


Each  capsule  contains  8 mg.  Teldrin® 

(brand  of  chlorpheniramine  maleate); 

50  mg.  phenylpropanolamine  hydrochloride; 
2.5  mg.  isopropamide,  as  the  iodide. 


Before  prescribing,  see  complete  prescribing  information  in  SK&F 
literature  or  PDR 

Indications:  Upper  respiratory  congestion  and  hypersecretion  associated 
with:  the  common  cold;  acute  and  chronic  sinusitis;  vasomotor  rhinitis; 
allergic  rhinitis  (hay  fever,  “rose  fever,”  etc.). 

Contraindications:  Hypersensitivity  to  any  component;  concurrent 
MAO  inhibitor  therapy;  severe  hypertension;  bronchial  asthma;  coronary 
artery  disease;  stenosing  peptic  ulcer;  pyloroduodenal  or  bladder  neck 
obstruction.  Children  under  6. 

Warnings:  Caution  patients  about  activities  requiring  alertness  (e.g.. 
operating  vehicles  or  machinery).  Warn  patients  of  possible  additive 
effects  with  alcohol  and  other  CNS  depressants. 

Usage  in  Pregnancy : In  pregnancy,  nursing  mothers  and  women  who 
might  bear  children,  weigh  potential  benefits  against  hazards.  Inhibition 
of  lactation  may  occur. 

Effect  on  PBI  Determination  and  I13'  Uptake:  Isopropamide  iodide  may 
alter  PBI  test  results  and  will  suppress  I131  uptake.  Substitute  thyroid  tests 
| unaffected  by  exogenous  iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovascular  disease, 
glaucoma,  prostatic  hypertrophy,  hyperthyroidism. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose,  throat  or 
mouth;  nervousness;  or  insomnia.  Also,  nausea,  vomiting,  epigastric 
distress,  diarrhea,  rash,  dizziness,  weakness,  chest  tightness,  angina  pain, 
l abdominal  pain,  irritability,  palpitation,  headache,  incoordination,  tremor, 

I dysuria,  difficulty  in  urination,  thrombocytopenia,  leukopenia,  convul 
sions,  hypertension,  hypotension,  anorexia,  constipation,  visual  distur- 
bances, iodine  toxicity  (acne,  parotitis). 

, Supplied:  Bottles  of  50  capsules. 


SK&F 

Smith  Kline  & French  Laboratories 

Division  of  SmithKIme  Corp..  Philadelphia,  Pa.  19101 


Keflex 


makes 


cephalexin  monohydrate / sense 


Equivalent  to  cephalexin. 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 

S^W, 
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DRUG -DRUG  INTERACTIONS 

A GENERAL  DISCUSSION  ABOUT  HOW  AND 
WHERE  DRUGS  MAY  INTERACT  IN  THE  BODY. 


JOHN  D.  PALMER,  Ph.D.,  M.D. 

RUBIN  BRESSLER,  M.D. 

INTRODUCTION 

Drug  — drug  interactions  comprise  an  import- 
ant portion  of  the  spectrum  of  drug  reactions. 
Not  all  of  these  reactions  are  undesirable  and, 
in  fact,  some  may  be  sought  after.  It  is  reported 
that  hypersensitivity  (the  signs  and  symptoms  re- 
sulting from  an  immune  response  to  a standard 
dose  of  drug),  idiosyncrasy  (the  inordinate  re- 
sponse to  the  usual  or  less-than-usual  dose)  and 
the  predictable  response  (the  toxicity  one  would 
expect  from  an  overdose  or  the  effects  of  a toxic 
drug  such  as  an  antitumor  agent)  account  for 
less  than  30%  of  drug  reactions.1  Amongst  the 
remaining  reactions  are  those  reactions  which 
occur  as  the  consequence  of  interaction  between 
drugs.  Surveillance  studies  have  shown  that  ap- 
proximately 13%  of  hospitalized  patients  undergo 
a drug  reaction  with  a significantly  greater  dura- 
tion of  hospitalization.2  Similarly,  3 to  5%  of 
hospital  admissions  are  for  drug  reactions  and 
30%  of  those  admitted,  experience  second  drug 
reactions.  Furthermore,  14%  of  all  hospital  stays 
are  attributable  to  drug  reactions.  A correlate  to 
the  high  incidence  of  drug  reactions  is  the  in- 
crease in  usage  of  prescription  drugs,  over-the- 
counter  agents,  and  the  massive  exposure  of  the 
population  to  xenobiotics.3,4 

Each  chemical  agent  has  its  unique  side  effects 
which  occur  at  a characteristic  frequency.  The 
concomitant  use  of  two  or  more  drugs  sets  the 
scene  for  a new  set  of  reactions  that  would  not 
be  expected  to  occur  with  either  drug  alone. 

From  Dept,  of  Pharmacology,  Arizona  Medical  Center,  Tucson, 
AZ  85724.  (Reprint  request  to  Dr.  Palmer,  Associate  Professor 
of  Pharmacololgy)  (Dr.  Bressler,  Professor  & Head  Dept,  of 
Pharmacology.) 
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Such  interactions  may  account  for  the  40%  drug 
reaction  rate  encountered  in  patients  given  16 
to  20  drugs  in  contrast  to  the  7%  drug  reaction 
rate  in  persons  taking  6 to  10  drugs. 8'7,6'5  Multiple 
drug  usage  in  the  treatment  of  such  entities  as 
hypertension,  congestive  heart  failure,  inflamma- 
tory disease,  infection  and  anxiety  states  is  com- 
mon. The  trend  is  general  and  it  raises  a series 
of  new  considerations  and  concerns.  The  efficacy 
and  toxicity  of  any  new  single  chemical  entity 
are  determined  under  conditions  wherein  the 
drug  is  the  sole  agent  under  consideration.  Thus, 
the  results  for  single  new  drugs  in  terms  of  their 
potential  for  drug  - drug  interactions  are  incom- 
plete at  the  time  the  drug  enters  the  arena  of 
clinical  usage.  Also,  new  drug  analytical  tech- 
niques have  expanded  our  ability  to  study  drug 
disposition  and  increased  our  awareness  and 
sophistication  in  the  study  of  drug  - drug  inter- 
actions. 

In  general,  responses  to  drugs  are  governed  by 
blood  and  tissue  levels  of  the  drug,  which  are  in 
turn  limited  by  the  processes  detailed  in  Table  I. 
Drugs  may  directly  or  indirectly  influence  any 
or  all  of  these  processes  so  that  one  drug  may 
have  a profound  influence  on  the  handling  or 
disposition  of  another.  One  may  see  desirable  or 
undesirable  enhancement  or  dimunition  of  drug 
activity,  undesirable  side  effects  and  marked 
toxicity. 

TABLE  I Sites  and  Drug  Interactions 

I Physical  Chemical  Processes 

1.  In  vitro 

2.  Absorption 

3.  Tissue  Binding  and  Receptor  Affinity 

4.  Drug  Excretion 
II  Drug  Disposition 

1.  Stimulation  of  Drug  Metabolism 

2.  Inhibition  of  Drug  Metabolism 

Drug  Interactions  Due  to  Physical  — 

Chemical  Interaction  — 

The  drug  - drug  interactions  that  occur  prior 
to  administration  usually  represent  physical- 
chemical  incompatibilities.  For  example,  the  de- 
layed hypoglycemia  that  follows  the  mixture  of 
regular  with  protamine  zinc  insulin  is  due  to  the 
binding  of  the  regular  insulin  by  the  excess  of 
protamine  present  in  the  longer-acting  insulin 


preparation.  Because  regular  insulin  is  bound  to 
glass,  less  than  a calculated  dose  may  be  deliver- 
ed to  the  patient  if  the  insulin  as  added  to  intra- 
venous fluids.  Another  example  of  drug  inactiva- 
tion prior  to  administration  is  the  decline  in  peni- 
cillin and  semisynthetic  penicillin  activity  caused 
by  carbohydrate  solutions  at  alkaline  pH.9 

Drug  Interactions  Affecting  Absorption 

Drug  interactions  occuring  in  the  gastroin- 
testinal tract  include  the  interference  of  food  on 
the  drug  absorptive  process  and  the  inactivation 
of  some  drugs  at  the  low  pH  encountered  in  the 
stomach.  The  pH  of  the  surrounding  medium 
also  has  an  effect  upon  absorption  of  drugs  that 
are  weak  acids  or  bases  as  it  is  only  the  unionized 
form  of  the  drug  which  is  lipid  soluble  and  ab- 
sorable  across  the  limiting  lipid  membranes  of 
the  gastrointestinal  tract.  Weak  acids  such  as 
acetylsalicyclic  acid  and  the  barbiturates  will 
exist  in  the  ionized  form  in  relatively  alkaline 
surroundings  and  as  such  are  neither  lipid 
soluble  nor  readily  absorbable.10 

Drugs  may  also  chelate  a variety  of  cations  in 
the  gastrointestinal  tract.  Tetracycline  complexes 
with  the  magnesium,  aluminum  and  calcium  ions 
commonly  encountered  in  the  antacids  and  is 
rendered  nonabsorbable.  Chloestyramine,  an  in- 
soluble anion  exchange  resin,  has  a strong  affin- 
ity for  bile  salts  and  is  useful  in  the  control  of 
pruritus  associated  with  primary  biliary  cirrhosis. 
It  is  also  capble  of  complexing  with  other  sub- 
stances including  bilirubin,  steroid  hormones, 
thyroxine,  phenylbutazone,  aspirin,  warfarin,  and 
digitoxin  and  interfering  with  their  absorption.11 

Drug  Interactions  in  Protein  Binding 

The  bioavailability  of  drugs  is  directly  related 
to  the  amount  of  unbound,  free  drug  present  in 
plasma.  The  many  drugs  which  are  reversibly 
bound  to  plasma  or  tissue  protein  are  pharmaco- 
logically inert  when  so  bound.  The  displacement 
of  one  drug  by  another  from  a protein  binding 
site  increases  the  amount  of  free,  active  drug  and 
makes  more  drug  available  for  metabolism  and 
excretion.  For  drugs  that  are  highly  protein 
bound,  a small  change  in  protein  binding  will 
have  a marked  effect  on  the  concentration  of  free 
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drug.  For  example,  a number  of  drugs  (phenyl- 
butazone, sulfinpyrazone,  salicylates,  clofibrate 
and  diphenylhydantoin)  are  believed  to  enhance 
the  hypoprothrombinemic  affect  of  warfarin  by 
displacing  it  from  its  protein-binding  sites.12,13  It 
is  interesting  to  note  that  the  chronic  administra- 
tion of  phenylbutazone  is  associated  with  a bi- 
phasic  effect  on  warfarin  blood  levels  since 
phenolbutazone  also  induces  enhanced  hepatic 
metabolism  of  warfarin.14  Endogenous  substances 
may  also  be  freed  from  protein  binding  sites  by 
certain  drugs.  Bilirubin  may  be  displaced  by  sali- 
cylates or  sulfanamides  and  the  use  of  these 
drugs  in  the  neonate  may  contribute  to  the  de- 
velopment of  kernicterus.  In  general,  the  dis- 
placement of  one  drug  by  another  from  mutual 
protein-binding  sites  is  dependent  upon  drug 
concentration,  the  affinity  constant  of  each  drug 
for  mutual  binding  sites  and  the  extent  to  which 
binding  sites  are  saturated  by  the  first  drug.  A 
listing  of  highly  protein  bound  drugs  and  drugs 
with  the  potential  for  displacement  of  moderately 
bound  drugs  appear  in  Table  II.  Generally  speak- 
ing, the  administration  of  a highly  bound  drug 
with  a moderately  bound  drug  may  cause  the 
displacement  of  the  moderately  bound  drug,  en- 
hancing its  effects,  and  shortening  its  plasma 
half-size. 

TABLE  II  Drug  Interactions  In  Tissue  Binding 
Highly  Bound  Drugs  Moderately  Bound  Drugs 

Phenylbutazone  Warfarin 

Salicylates  Tolbutamide 

O.xyphenbutazone  Methotrexate 

Sulfonamides  Bilirubin 

Drug  Interactions  at  the  Receptor  Site  — 

A number  of  drugs  may  prevent  the  access  of 
drugs  and  endogenous  substrates  to  their  recep- 
tors. Atropine,  which  in  itself  has  no  direct  ac- 
tion, prevents  acetylcholine  from  gaining  access 
to  its  receptor  with  subsequent  symptoms  of 
cholinergic  blockade  (dry  mouth,  blurred  vision, 
sinus  tachycardia,  ileus  and  urinary  retention). 
Other  drugs  with  atropine-like  effects  include  the 
antihistamines,  phenothiazines,  tricyclic  antide- 
pressants and  some  antiparkisonian  agents.  Drugs 
may  also  alter  the  affinity  of  receptor  sites  for 
other  drugs.  Quindine  and  dextrothyroxin  in- 


crease the  affinity  of  the  warfarin  receptor  site 
for  the  latter  with  resultant  increase  in  the  hypo- 
prothrominemic  effect  of  warfarin.15 

Drug  Interactions  Due  to  Altered  Metabolism 

Drugs  and  other  foreign  compounds  are  me- 
tabolized by  the  microsomal  enzymes  of  the  liver 
and  possibly  other  cells.  In  general,  the  metabolic 
processes  convert  nonpolar  (lipid  soluble)  sub- 
stances into  more  polar  (more  water  soluble) 
substances  which  are  pharmacologically  inert 
and  more  readily  excreted  via  the  kidney  and/or 
bile.  There  are  instances,  however,  wherein 
metabolism  activates  certain  compounds  or 
where  the  metabolites  in  themselves  are  active. 
The  number  of  enzymes  participating  in  drug 
metabolism  is  not  known.  Many,  but  not  all  of 
the  reactions  are  oxidative  and  these  are  often 
additionally  followed  by  conjugative  reactions. 
These  enzymatic  processes  are  sensitive  to  a va- 
riety of  chemical  influences,  many  of  which  may 
enhance  or  inhibit  their  activities  with  the  end 
result  being  dependent  upon  whether  metabolism 
is  required  for  drug  activation  and/or  inactiva- 
tion.16 It  is  known  that  many  drugs  are  capable 
of  influencing  drug-metabolizing  enzyme  sys- 
tems in  a relatively  non-specific  manner.  Pheno- 
barbital,  which  affects  microsomal  drug  metabol- 
ism, is  capable  of  influencing  the  metabolic  dis- 
position of  some  sixty  different  chemical  entities. 
Similarly,  there  are  over  two  hundred  other 
chemical  entities  which  are  capable  of  influenc- 
ing the  drug-metabolizing  enzyme  systems. 

Drugs  that  are  lipid  soluble  at  physiologic  pH 
have  the  potential  for  enzyme  induction.  This 
augmentation  of  drug-metabolizing  capability  is 
related  to  dose,  duration  of  exposure  and  degree 
of  protein  binding.  In  addition  to  drugs,  there  are 
a variety  of  other  chemicals  capable  of  inducing 
the  drug-metabolizing  enzymes.  The  list  includes 
pesticides,  herbicides,  food  additives  and  en- 
vironmental carcinogens.3  In  the  experimental 
animal  the  induction  of  the  hepatic  drug-metab- 
olism enzymes  is  associated  with  an  increase  in 
liver  weight,  phospholipid  and  protein  content 
and  increase  in  cytochrome  p-450,  the  hemopro- 
tein  which  catalyzes  the  reduction  of  oxygen  to 
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water  with  the  simultaneous  introduction  of 
oxygen  into  the  drug  substrate  (hydroxylation). 
Table  III  lists  representative  agents  known  to 


TABLE  III  Drug  Interactions  Due  to  Stimulation 
of  Drug  Metabolism 

Drugs  that  induce  the  metabolism  of  other  drugs 
Inducing  Agent  Drugs  Affected 

Spironolactone  Antipyrine 

Warfarin 

Bishydroxycoumarin 

Phenobarbital  Barbiturates 

Warfarin 

Bishydroxycoumarin 

Diphenylhydantoin 

Digitoxin 

Chlorcyclazine  Corticosteroids 

Drugs  that  induce  their  own  metabolism 
Phenobarbital  DDT 

Glutethimide  Chlorcyclazine 

Phenylbutazone 


induce  their  own  metabolism  or  the  metabolism 
of  other  drugs  in  man.  An  often-cited  example 
is  the  microsomal  enzyme  stimulation  induced  by 
phenobarbital.13  Under  conditions  of  phenobarbi- 
tal administration,  both  warfarin  and  bishydroxy- 
coumarin are  metabolized  more  rapidly.  An  anti- 
coagulated patients  given  a barbiturate  will  re- 
quire larger  doses  of  anticoagulants  than  usually 
required  to  maintain  a suitable  state  of  anticoag- 
ulation. On  the  other  hand,  if  the  barbiturate  is 
discontinued  and  the  dose  of  anticoagulant  is  not 
readjusted,  bleeding  may  occur.  Similar  effects 
have  been  seen  in  other  conditions  of  multiple 
drug  usage.  Adjustments  of  drug  regimens  must 
be  considered  upon  the  institution  or  discontinu- 
ation of  an  enzyme-inducing  drug.  A clue  to  the 
occurence  of  drug  interactions  due  to  altered 
drug  metabolism  is  the  development  of  unex- 
pected sensitivity  to  a drug  under  conditions 
where  a drug  has  been  discontinued  from  a 
therapeutic  regimen  or  the  development  of  drug 
resistance  after  the  addition  of  a drug  to  a thera- 
peutic regimen. 

It  follows  that  if  drug  interactions  occur  sec- 
ondary to  accelerated  drug  metabolism,  there 
must  be  drug  interactions  occurring  as  the  con- 
sequence of  inhibition  of  drug  metabolism.  The 
clinical  manifestations  of  the  inhibition  of  drug 


TABLE  IV  Drug  Interactions  Due  to  Inhibition 
of  Drug  Metabolism 

Compound  Inhibiting 


Drug 

Tolbutamide 


Diphenylhydantoin 


Antipyrine 


Drug's  Metabolism 

Phenylbutazone 

Salicylate 

Bishydroxycoumarin 
Phenylbutazone 
Bishydroxycoumarin 
Chloramphenicol 
Oral  Contraceptive 
Regimens  (estrogen  plus 
progestogen) 


metabolism  depend  upon  whether  or  not  the 
compound  requires  metabolism  for  activation  or 
inactivation.  Table  IV  lists  a number  of  reactions 
thought  to  be  caused  by  the  inhibition  of  metab- 
olism of  one  drug  by  another.  Hypoglycemic  re- 
actions occuring  in  individuals  previously  stable 
during  therapy  with  tolbutamide  are  thought  to 
be  secondary  to  the  inhibition  of  tolbutamide 
metabolism  by  phenylbutazone,  bishydroxycour- 
marin  or  salicylates.23  Clincially  useful  enzyme 
inhibitors  may  also  inhibit  the  metabolism  of 
other  drugs  or  endogenous  substrates.  Allopuri- 
nol,  a xanthine-oxidase  inhibitor  used  in  the 
management  of  gout  also  prolongs  the  half  life 
of  the  purine,  6-mercaptopurine.  Its  use  during 
6-mercaptopurine  therapy  requires  a downward 
revision  in  dosage  of  the  latter  if  toxicity  is  to 
be  avoided.17 

Drug  Interactions  Related  to  Endogenous 
Substrate  Interactions  — 

At  times  patients  may  receive  drugs  which  may 
inhibit  the  metabolism  of  endogenous  substrates. 
Under  these  circumstances  the  administration  of 
that  particular  substrate  or  any  intervention 
which  causes  release  of  the  endogenous  sub- 
strate, may  result  in  enhanced  activity  of  the 
substrate.  During  monoamine  oxidase  inhibition 
by  drugs  such  as  pargyline,  the  administration  of 
catecholamines  or  catecholamine-releasing  ag- 
ents, such  as  tyramine  or  the  amphetamines  can 
provoke  a hypertensive  reaction.18 

Drug  Interactions  Due  to  Xenobiotic  Exposure  — 

There  is  a growing  body  of  evidence  pointing 
to  the  interaction  between  environmental  chemi- 
cals and  drugs.3  In  many  instances  chemicals 
encountered  in  man’s  environment  alter  the  ac- 
tion of  drugs  by  stimulating  or  inhibiting  the 
microsomal  drug-metabolizing  enzyme  systems. 
Agents  capable  of  stimulating  microsomal  en- 
zyme activity  in  animals  include  the  halogenated 
hydrocarbon  insecticides,  herbicides,  dyes  used 
in  food  coloring  and  nicotine.  Environmental 
chemicals  that  inhibit  microsomal  enzyme  acti- 
vity include  certain  organo-phosphorous  insecti- 
cides, carbon  tetrachloride  and  carbon  monoxide. 
It  is  estimated  that  many  humans  possess  suffi- 
cient concentration  of  DDT  and  other  halogenat- 
ed hydrocarbon  insecticides  in  body  fat  stores  to 
alter  the  metabolism  of  such  drugs  as  antipyrine, 
phenylbutazone  and  certain  steroids. 

One  of  the  more  commonly  encountered  chem- 
icals in  man’s  environment  is  ethanol.  Clinically 
there  often  appear  to  be  interactions  between 
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ethanol  and  drugs,  particularly  other  central 
nervous  system  depressants.  Alcohol  is  a poor 
substrate  for  the  microsomal  drug  metabolizing 
enzyme  systems  and  ethanol  metalobism  is  not 
influenced  by  these  enzymes  (induction  or  inhi- 
bition) because  most  ethanol  metabolism  pre- 
cedes via  the  alcohol  dehydrogenase-aldehyde 
dehydrogenase  systems.19  However,  ethanol  at 
blood  concentrations  of  200-300  mg  % does  in- 
fluence microsomal  drug  metabolism  in  spite  of 
its  behavior  as  a poor  substrate  for  these  en- 
zymes.20 It  can:  1)  induce  microsomal  enzymes 
of  drug  metabolism  and,  2)  act  as  a competitive 
inhibitor  of  the  metabolism  of  other  drugs.  In  the 
chronic  alcoholic  who  is  acutely  intoxicated, 
ethanol  may  potentiate  the  action  of  other  drugs 
by  decreasing  their  metabolism  (competitive  in- 
hibition due  to  high  blood  levels).  On  the  other 
hand,  in  the  sober,  chronic  alcoholic,  ethanol  has 
induced  drug  metabolism  and  the  patient  may 
be  now  less  responsive  to  other  drugs  (due  to  an 
increased  rate  of  drug  metabolism). 

Drug  Interaction  Due  to  Altered  Renal  Excretion 

A number  of  drugs  may  influence  the  renal 
clearance  of  other  therapeutic  agents.  The  con- 
comitant use  of  phenylbutazone  and  acetohexa- 
mide  has  resulted  in  hypoglycemia  since  phenyl- 
butazone slows  the  renal  clearance  of  the  active 
metabolite  of  acetohexamide,  hydroxyhexamide.21 
There  is  also  the  well  known  interference  by 
probenecid  of  renal  tubular  secretion  of  peni- 
cillin, with  resultant  increase  in  plasma  penicillin 
levels. 

The  renal  excretion  of  drugs  that  are  weak 
acids  or  bases  is  influenced  by  urinary  pH  in  the 
same  fashion  that  the  pH  of  the  gastrointestinal 
tract  contents  influences  the  absorption  of  drugs. 
Weak  acids  such  as  phenobarbital  and  salicyclic 
acid  exist  in  an  ionized  form  in  alkaline  urine,  and 
as  such  are  poorly  reabsorbed  and  have  a high 
renal  clearance.  Basic  drugs  such  as  ampheta- 
mines will  have  a high  renal  clearance  under 
conditions  of  an  acidic  urine. 

SUMMARY 

The  potential  for  drug-drug  interactions  exists 
by  virtue  of  the  widespread  use  of  multiple 
drugs  and  the  inevitable  environmental  exposure 
to  chemical  agents.  Drug-drug  interactions  may 
occur  under  a variety  of  circumstances  which 
include  in-vitro  physical-chemical  interactions 
which  inactivate  or  interfere  with  absorption  and 
drug  interactions  which  affect  absorption,  distri- 
bution, metabolism  and  excretion  of  various 


drugs  and  foreign  chemical  compounds.  The  ex- 
posure of  the  individual  to  multiple  drugs  or 
chemicals  sets  the  scene  for  the  development  of 
drug  reactions  that  would  not  be  expected  to 
occur  under  conditions  of  single  drug  or  chemi- 
cal exposure.  The  problem  is  further  compound- 
ed by  individual  variability  in  response  to  chugs 
which  can  be  influenced  by  genetic  factors  as 
well  as  disease  states  and  the  changes  in  disease 
states  induced  by  therapy.22  In  many  instances 
drug  interactions  are  predictable  from  knowl- 
edge of  the  pharmacology  and  chemistry  of  the 
drugs  or  chemical  agents.  It  does  not  seem  pos- 
sible for  the  physician  to  memorize  lists  of  known 
drug  interactions.  It  would  seem  prudent,  how- 
ever, for  the  physician  to  maintain  a high  index 
of  suspicion  especially  when  drugs  are  added  to 
or  removed  from  a previously  stable  therapeutic 
regimen.  As  in  any  therapeutic  intervention,  the 
physician  must  know  the  risk  and  set  the  goals 
appropriately. 
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COEXISTING  TUBERCULOSIS  AND  COCCIDIOIDOMYCOSIS 


LLOYD  K.  SWASEY,  M.D. 

AUSTIN  R.  GRANT,  M.D. 

INTRODUCTION 

Marshall  Fiese  in  his  monograph  published  in 
1958,  has  succinctly  written  regards  the  relation- 
ship of  the  above  named  two  disease  entities.1  As 
he  stated,  “The  combination  of  these  two  diseases 
is  most  often  seen  in  tuberculosis  sanatoria  lo- 
cated in  areas  where  coccidioidomycosis  is  en- 
demic.” Arizona  qualifies  as  an  endemic  area  and 
until  recently  operated  a state  sanatorium.  We 
wish  to  report  recent  experience  of  six  patients 
at  the  Arizona  State  Sanatorium,  including  two 
cases  concurrently  treated  for  coccidioidomy- 
cosis, one  medical  and  one  surgical. 

MATERIALS  AND  METHODS 

All  patients  following  admission  receive 
skin  tests  for  PPD-T  — 5 TU,  PPD-B,  Coccidioi- 
din  1:100  and  1:10,  histoplasmin,  1:100.  Sputum 
specimens  (nebulized  if  indicated)  are  obtained. 
Occasionally  gastric  specimens,  if  indicated,  are 
collected.  Gram  pathogens,1  tumor  cells,3  acid 
fast  bacilli,3  pathogenic  fungi3  are  collected. 
Blood  specimens  are  obtained  for  serology  for 
VDRL,  coccidioidomycosis,  histoplasmosis.  CBC, 
FBS,  BUN,  SCOT,  SGPT  and  urinalysis  are  ob- 
tained. Chest  x-rays,  PA  and  lateral  views  are 
taken  following  admission.  Other  radiographic, 
and  laboratory  studies,  including  pulmonary 
function  and  blood  gases,  are  obtained  as  clinic- 
ally indicated. 

CASE  n 

Admitted  11-11-71.  Discharged  7-19-72. 

Indian  female,  57  years  old,  transferred  be- 
cause of  infiltrate  and  cavity  in  left  apex  and 
positive  smear  for  AFB.  Severe  diabetes  known 
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and  treated  since  1962.  At  the  age  of  7 hospital- 
ized for  one  year  for  treatment  of  tuberculosis. 
Admission  X-ray  (Laminography):  Cavitating 

lesion  in  the  left  upper  lobe,  approximately  four 
centimeters  in  diameter,  is  visualized  to  a better 
advantage  and  immediately  below  this  is  a group 
of  small  cavitations. 

Surgical  Consultation:  4-19-72  “In  considera- 
tion of  the  fact  that  this  Indian  patient  with 
longstanding  severe  diabetes  has  been  on  ade- 
quate chemotherapy  for  almost  six  months  at 
this  hospital  with  no  conversion  of  her  sputum 
to  negativity,  and  in  view  of  the  fact  that  bron- 
choscopy has  revealed  no  evidence  of  bronchitis, 
I would  recommend  that  this  patient  have  a left 
upper  lobectomy  for  removal  of  the  cavitary 
tuberculous  lesion.” 

SURGERY:  Bronchoscopy  with  Aspiration  4- 
8-72.  Left  Apical  Posterior  Segmental  Resection 
4-29-72.  No  Post-Operative  complications. 

Pathology  Report:  “Chronic  Granuloma,  due 
to  Coccidioidomycosis  Immitis.  Multiple  Chronic 
Granuloma  of  Lung  with  focal  areas  of  collapse.” 
Microscopic:  “The  sections  of  tissue  consist  of 
portions  of  lung  with  focal  areas  of  collapse  and 
hemorrhage  scattered  irregularly  throughout. 
The  granuloma  shows  lymphocytic  nodules  at 
the  periphery,  proliferation  of  fibrous  connective 
tissue  and  blood  vessels  with  a few  giant  cells. 
Marked  amount  of  necrosis  is  present  and  within 
the  necrotic  tissue  are  capsular  refractile  bodies 
with  focal  areas  of  necrosis  and  in  the  necrotic 
material  are  refracticle  capsuls  with  endosporula- 
tion  in  the  central  portion.  Some  of  the  smaller 
granulomas  are  associated  with  foreign  body 
giant  cells  containing  debris  and  organisms  re- 


sembling those  of  coccidioidomycosis.  The  or- 
ganisms are  in  foreign  body  giant  cells  with  mul- 
tiple nuclei.  The  necrotic  tissue  at  the  periphery 
is  compressed  and  distorted.  The  acid-fast  stains 
fail  to  reveal  the  presence  of  any  acid-fast  organ- 
isms though  there  is  a marked  amount  of  hom- 
ogenous necrosis  within  the  lumen  of  the  granu- 
loma. Careful  search  fails  to  reveal  the  presence 
of  any  acid-fast  organisms  in  the  wall  of  the 
granuloma  or  the  necrotic  material.  The  PAS 
stain  reveals  numerous  PAS  positive  capsules  on 
the  coccidioidomycosis  immitis  organisms.  The 
capsule  is  red  refractile  and  many  of  the  larger 
ones  contain  endospores.” 

Recommendations:  Diabetic  management  and 
continued  observation  of  Coccidioidomycosis. 

Medications:  Streptomycin  (4  months),  INH, 
Myambutol  to  discharge,  PAS  (4  months)  discon- 
tinued due  to  initiation  of  Rifampin,  Rifampin  to 
discharge,  Fungizone  1,000  mg  total  (5-11-72  to 
6-26-72). 

Discharge  Diagnoses:  Pulmonary  Tuberculo- 
sis, Minimal  (Post-left  apical  posterior  segmental 
resection)  active  improved.  Pulmonary  Cocci- 
dioidomycosis, treated,  improved,  on  Chemo- 
therapy since  11-12-71  this  hospital.  Diabetes 
Mellitis,  controlled. 

CASE  #2 

Admitted  7-1-70.  Discharged  5-11-71. 

White  male,  agricultural  worker,  53  years  old, 
admitted  because  of  abnormal  x-ray  and  positive 
sputum  for  AFB.  Admits  to  smoking  three  pack- 
ages daily  for  past  32  years  and  excessive  use  of 
alcoholic  beverages.  Past  medical  history  other- 
wise negative. 

Medications:  Streptomycin,  INH,  Myambutol. 
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Consent  discharge  — Considered  unfit  to  work. 

Discharge  Diagnosis:  Pulmonary  Tuberculosis, 
far  advanced,  cavitary,  quiescent. 

2nd  Admission: 

Re-admitted  10-7-71.  Discharged  3-23-72. 

Readmitted  because  of  positive  culture  for 
AFB.  Patient  denies  continued  use  of  alcoholic 
beverages.  He  stated  he  continued  on  INH  and 
Myambutol  as  an  outpatient. 

Fungizone  1,000  mg  total  (11-22-71  to  1-3-72) 
for  Coccidioidomycosis. 

Surgery  denied  because  of  poor  risk,  bilateral 
cavitations,  restrictive  ventilatory  and  blood  gas 
study. 

Medications:  Streptomycin  (discontinued  due 
to  ataxia),  INH,  Myambutol,  Rifampin  120  days, 
for  Tuberculosis. 

Discharge  diagnoses:  Pulmonary  Tuberculosis, 
far  advanced,  active,  improved;  Pulmonary  Coc- 
cidioidomycosis, treated. 

Discharge  medications:  INH,  Myambutol.  Ob- 
servation of  Coccidioidomycosis. 

3rd  Admission: 


Readmitted  6-3-72.  Discharged  10-3-72. 

Readmitted  because  of  hemoptyses,  weight 
loss,  right  chest  pain;  reactivation  was  suspected. 
Patient  admits  to  overuse  of  alcoholic  beverages 
since  previous  discharge. 

Laboratory:  Creatinine  clearance  95  ml/min- 
ute.  Bronchial  aspirate  negative  for  tumor  cells. 

Surgery:  Two  bronchoscopies  negative  for 
malignancy  or  tumor  but  disclosed  fish  mouth 
appearance  of  the  left  upper  lobe  orifice. 

Discharge  diagnoses:  Pulmonary  Tuberculosis, 
moderately  advanced,  cavitary,  quiescent;  Pul- 
monary Coccidioidomycosis. 

X-ray  review:  1970  through  1972.  The  appear- 
ance is  most  consistent  with  chronic  pulmonary 
tuberculosis  which  gradually  resolved  and  then 
stabilized. 

Recommendations:  This  unreliable  individual 
was  discharged  on  INH.  No  chemotherapy  this 
admission  for  Coccidioidomycosis,  but  close  con- 
tinued observation  indicated. 

DISCUSSION 

Published  clinical  reports  of  concurrent  exist- 


CASE 

SKIN  TESTS 

AFB  CULTURE 

LABORATORY 

COCCI  SEROLOGY 

COCCI  CULTURE 

Case  #1 
57-Ind. -F 

PPD:  6 mm 

BATTEY:  Neg. 

Positive  thru  3 30-72 
then  3 neg.  Post-opera- 

CF  & PPTN  Negative.  Post-operative 
CF  1:4.  Post-operative  swab,  left 

3 negative 

Adm  11-11-71 
Disch  7-19-72 

COCCI:  1:100  neg 

1 : 10  neg 
HISTO:  Neg. 

tive  swab,  left  upper 
lobe  negative. 

upper  lobe  negative. 

Case  #2 
53-W-M 
Adm  7-1-70 
Disch  5-11-71 

PPD:  11  mm 

BATTEY:  neg. 
COCCI:  1:100  neg 

1:10  neg 
HISTO:  Neg. 

Positive  thru  8-21-70 
then  8 negative. 

CF  & PPTN  Negative 

3 negative 

Readm  10-7-71 

PPD:  Neg. 

10-6  and  10-8  - positive 

All  PPTN  Negative;  CF  1:64;  1 mo- 

7 positive 

Disch  3-23-72 

BATTEY:  9 mm 

then  6 negative  sputa  and 

CF  1:128;  2 mo-CF  1:64;  3 mo-CF  1:64; 

followed  by 

COCCI:  1 : 100  12mm 

HISTO:  5 mm 

1 urine  negative. 

5 mo-CF  1:32;  7 mo-CF  1:32 

3 negative. 

Readm  6-3-72 
Disch  10-3-72 

NOT  REPEATED  THIS 
ADMISSION 

7 negative 

All  PPTN  neg.  CF  1:64;  1 mo-CF  1:32; 
2 mo-CF  1:32;  CF  (spinal  fluid)  neg. 

4 positive,  one 
negative. 

Case  #3 
62-W  M 

Adm  11-19-71 
Disch  7-17-72 

PPD:  20  mm 

BATTEY:  neg. 

COCCI:  1:100  10mm 

HISTO:  Neg. 

Positive  thru  2-18-72 
then  5 negative. 

CF  1:2,  PPTN  Negative. 

1 Positive 

Case  #4 
59-N-M 
Adm  6-21-71 
Disch  9-21-71 

PPD:  8 mm 

BATTEY:  Neg. 

COCCI:  1:100  neg. 

1 : 10  10mm 
HISTO:  Neg. 

Positive  throughout 
admission. 

CF  1:4,  PPTN  Neg. 

3 Positive 

Readm  10-9-71 
Disch  12-2-71 

NOT  REPEATED  THIS 
ADMISSION 

Negative  throughout 
admission 

CF  Anti -Comp lementary.  Repeat  CF  1:4, 
PPTN  neg. 

3 Positive 

Case  #5 
44-W-M 
Adm  1-3-72 
Disch  3-23-72 

PPD:  15  mm 

BATTEY:  8 mm 
COCCI:  1:100  10mm 

HISTO:  Neg. 

8 positive 

CF  and  PPTN  Negative 

1 Positive 

Case  #6 
44-W-F 
Adm  6-8-70 
Disch  9-25-70 

PPD:  Neg. 

(2nd  Str)  38mm 
BATTEY:  6 mm 
COCCI:  1:100  neg 

1:10  neg 

Positive  through  July, 
1970. 

Negative 

Negative 

Readm  10-26-71 
Disch  3-1-72 

PPD:  Neg. 

(2nd  Str)  10mm 
COCCI:  1:100  neg 

1:10  10mm 
HISTO;  Neg. 

8 Negative 

CF  Neg.,  PPTN  Cloudy;  CF  1: 16 
CF  and  PPTN  Negatiwe 

1 Positive 

96  FEBRUARY  1974  * XXXI  • 2 


ence  of  pulmonary  tuberculosis  and  coccidioido- 
mycosis in  Arizona  are  few  and  not  recent.  Stein, 
1953,  presented  six  cases.2  He  concluded  “Cocci 
infection  apparently  does  not  predispose  to 
tuberculosis  infection.  Tuberculosis  is  not  more 
severe  in  these  combined  infections.”  Our  ex- 
perience in  general  confirms  his  conclusions. 

Serbin  and  Van  den  Brock,  in  an  outpatient 
clinic,  found  coexisting  pulmonary  tuberculosis 
and  coccidioidomycosis  to  be  not  infrequent.3 
They  pointed  out  the  radiographic  similarity. 
All  of  our  cases  disclosed  apical  cavitary  lesions, 
none  thin-walled  which  is  considered  by  some 
as  strongly  suggestive  of  coccidioidomycosis. 

We  believe  that  all  cases  represented  a chronic 
coccidioidal  lesion  of  the  lung  concurrent  with 
tuberculosis.  Consistently  negative  precipitins 
concurrent  with  low  complement  fixation  1-100 
titres  are  the  general  rule  as  noted  by  Smith  in 
his  study  of  Chronic  Coccidiodal  Pulmonary 
Lesions.4  About  one-quarter  of  these  cases  show- 
ed anergy  both  to  the  1:100  and  to  the  1:10 
dilution.  He  adds  that  where  a cavitary  lesion 
persists  the  fungus  quite  often  may  be  obtained. 

We  have  found  the  seeming  inconsistencies  in 
skin  tests,  serology  and  sputum  cultures  for 
Coccidioides  immitis  confusing.  Therefore,  we 
have  generally  treated  the  tuberculosis  only, 
with  chemotherapy.  Upon  discharge  to  outpa- 
tient care,  we  recommend  period  agglutination 
studies  as  a significant  prognostic  criteria  for 
coccidioidomycosis. 

In  a statement  on  Treatment  of  Fungal  Dis- 
eases, Committee  on  Therapy,  American  Thor- 
acic Society  admits  continued  disagreement  over 
the  total  dosage  in  a course  of  therapy  using 
Amphotericin  B.5  This  therapy  is  selectively  indi- 
cated in  patients  concurrently  having  diabetes, 
tuberculosis  and  coccidioidomycosis  (if  proven 
cavitary,  surgical  excision  may  be  indicated). 

Cotton,  1954,  agreed  that  a differentiation  of 
coccidioidal  and  tuberculosis  cavities  may  be 
difficult.  In  the  presence  of  both  diseases  he 
recommended  surgery.6 

Paulson,  following  extensive  surgical  experi- 
ence, states  “I  have  not  been  enthusiastic  about 
umbrella  coverage  by  the  drug  (Amphotericin  B) 
prior  to  a surgical  procedure.”7 

Findlay  and  Melick  consider  Amphotericin  B 
an  effective  antifungal  drug.8  They  report  a re- 
duction of  surgical  complications  rate  following 
use  of  “therapeutic  umbrella”  using  Amphoteri- 
cin B. 


In  our  reported  surgical  case,  Amphotericin  B 
was  utilized  postoperatively  because  of  the  path- 
ologic tissue  report  following  a left  apical  pos- 
terior segmental  resection  in  an  Indian  patient 
with  long  standing  diabetes  and  long  standing 
tuberculosis. 

In  our  reported  medical  case,  it  was  hoped 
that  the  limited  total  dosage  would  offer  some 
protection  while  the  patient  continued  on  out- 
patient care  for  his  tuberculosis. 

With  the  exception  of  Case  #1,  Pulmonary 
Coccidioidomycosis  was  proven  in  all  instances 
by  recovery  of  the  fungus  in  culture.  A review 
of  the  laboratory  reports  of  the  six  cases,  we 
believe,  will  confirm  the  seeming  inconsistancies. 
Case  #2  with  the  continued  high  complement 
fixation  titre  theoretically  was  in  the  dissemina- 
tion range.  However,  we  had  no  clinical  or  labor- 
atory evidence  to  confirm  dissemination.  A re- 
cent (June,  1973)  CF  titre  1:32  and  PPTN  Nega- 
tive suggests  continued  serological  stability.  The 
photographs  of  the  x-rays  taken  at  ea^h  admis- 
sion show  some  gradual  clearing  but  still  a con- 
siderable infiltrate  in  the  left  upper  lung  field. 

CONCLUSIONS 

1.  Six  proven  cases  of  co-existing  pulmonary 
tuberculosis  and  coccidioidomycosis  have  been 
presented. 

2.  Two  treatment  cases,  one  surgical,  one  med- 
ical have  been  described. 

3.  Indications  for  specific  therapy,  medical  or 
surgical,  must  be  individualized. 

4.  Radiographic  evidence  of  pulmonary  lesions 
continues  to  be  nonspecific. 

5.  In  general,  coexistence  of  pulmonary  tuber- 
culosis and  coccidioidomycosis  indicates  active 
chemotherapy  for  tuberculosis,  but  not  coccidioi- 
domycosis. 
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TRAUMATIC  LACERATION  OF  R GHT  VENTRICLE 


Interim  Report  26  Years 


Following  Cardiorrhaphy 

This  is  a report  of  a young  man  who  at  age  six 
was  successfully  treated  for  a laceration  of  the 
myocardium  by  emergency  primary  suture.  He 
has  led  a normal  life  since  that  time  and  has 
apparently  suffered  no  cardiac  disability  since  he 
was  able  to  train  and  serve  as  a U.S.  Marine  and 
now  at  age  32  is  doing  heavy  manual  work. 
However,  his  electrocrdiogram  has  remained  ab- 
normal and  without  change  since  his  injury. 

INTRODUCTION 

On  Friday,  June  13,  1947,  Johnny  Young,  age 
6,  was  on  his  way  to  the  grocery  store  carrying  an 
empty  milk  bottle.  He  stumbled  and  fell.  The 
milk  bottle  broke  and  a sharp  pointed  fragment 
of  the  glass  penetrated  the  left  anterior  precor- 
dial area.  Profuse  bleeding  occurred.  Within  ten 
minutes,  he  was  in  the  emergency  room  of  a 
local  hospital.  Arterial  pulsations  were  absent 
and  he  was  in  profound  shock.  A vaseline  pres- 
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sure  dressing  was  placed  over  the  laceration. 
Plasma  was  given  intravenously  and  oxygen  ad- 
ministered by  nasal  catheter.  His  color  improved 
and  his  pulse  could  be  obtained.  The  bleeding 
appeared  to  be  arrested.  The  patient  was  trans- 
ferred to  the  operating  room  and  prepared  for 
thoracotomy.  A cannula  was  inserted  into  the 
saphenous  vein  at  the  ankle  for  administration  of 
fluid  and  blood.  As  the  patient  was  being  in- 
tubated by  the  anesthetist,  he  coughed  and  a 
large  gush  of  blood  made  its  exit  from  the  lacera- 
tion in  the  chest  wall.  The  patient  became  pulse- 
less, respiration  ceased,  the  pupils  dilated.  It 
was  apparent  that  he  was  rapidly  becoming  ex- 
sanguinated. Blood  was  allowed  to  run  rapidly 
through  the  cannula  in  the  ankle  vein.  An  an- 
terior incision  was  quickly  made  over  the  fifth 
intercostal  space  into  the  pleural  cavity  with 
transection  of  cartilages  five  and  six  in  order  to 
allow  access  to  the  heart.  An  index  finger  was 
inserted  into  the  right  ventricular  chamber 
through  a laceration  in  the  myocardium.  With 


the  index  finger  acting  as  a plug,  plus  the  rapid 
administration  of  blood,  the  heart  soon  began  to 
beat  vigorously.  This  temporary  hemostasis  was 
maintained  until  the  first  suture  could  be  placed. 
This  was  placed  deep  into  the  musculature  of  the 
myocardium  on  either  side  of  the  laceration.  The 
index  finger  was  withdrawn  and  the  suture  tied. 
At  each  ventricular  systole  blood  would  spurt 
from  either  side  of  the  first  suture.  Two  more 
deep  catgut  sutures  were  placed  on  either  side 
of  the  first  suture  and  complete  hemostasis  re- 
sulted. A free  pericardial  graft  was  used  to  cover 
the  heart  wound.  The  patient  had  received  two 
pints  of  blood  and  his  condition  was  satisfactory. 
A Pezzar  catheter  was  brought  out  the  seventh 
intercostal  space  laterally.  The  lung  was  re- 
expanded and  the  chest  wall  was  closed.  His 
postoperative  course  was  uneventful.  He  was 
discharged  in  a satisfactory  condition  two  weeks 
following  surgery  ( see  Illustration  A ) . 

John  L.  Cogland,  M.D.  examined  the  patient 
on  June  27,  1973,  some  26  years  and  two  weeks 
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following  the  above  described  episode.  In  his 
consultation  note.  Dr.  Cogland  had  this  to  say 
concerning  his  examination:  “Since  recovery,  this 
32  year  old  male  has  led  a normal  life.  He  has 
had  no  accidents,  operations  or  serious  illnesses 
except  for  one  attack  of  pneumonia  when  serving 
with  the  United  States  Marines  in  Germany.  In 
addition  to  the  accident  and  operation  reported 
above,  an  outstanding  event  in  his  life  was  his 
acceptance  as  a Marine  when  he  volunteered  for 
service.  The  medical  examiner  at  that  time  read 
the  electrocardiogram  as  compatible  with  the 
history  of  cardiac  injury  and  certified  that  his 
cardiac  status  was  stable.  During  his  hospitaliza- 
tion for  pneumonia,  a routine  electrocardiogram 
caused  considerable  excitement  until  his  past 
history  was  elicited.  He  served  a full  four  year 
tour  of  duty  with  the  Marines.  A second  episode 
of  importance  has  to  do  with  the  fact  that  he  is 
happily  married  and  has  two  children  ages  3 and 
6.  At  the  present  time,  he  carries  on  hard,  physi- 
cal labor  as  a driver  of  heavy  duty  trucks,  (see 


Illustration  B) 

Examination  revealed  a white  male,  5’8”  tall, 
weighing  140  lbs.  There  is  a deep  scar  under  the 
left  nipple  at  the  point  of  his  previous  injury.  His 
lungs  are  clear  to  auscultation  and  they  are  reso- 
nant throughout.  His  heart  rate  is  slow  and  regu- 
lar without  any  evidence  of  murmurs.  His  blood 
pressure  is  recorded  as  110/70  and  an  electro- 
cardiogram was  taken  and  a copy  is  enclosed. 
The  cardiogram  is  obviously  abnormal,  suggest- 
ing coronary  artery  disease,  but  is  obviously  the 
result  of  the  healed  laceration  of  the  right  ventri- 
cle.” (see  reproduction  of  electrocardiogram) 
SUMMARY 

Herein  is  reported  an  emergency  cardiorrha- 
phy  performed  on  a six-year  old  boy  following  a 
traumatic  laceration  of  the  right  ventricle.  His 
recovery  was  uneventful.  For  the  26  years  fol- 
lowing the  operation,  he  has  lived  a normal, 
vigorous  life. 

REFERENCE 

The  Surgical  Repair  of  a Heart  Lacetation:  Melick,  D.  M.  and 
McKhann,  G.  G.,  Arizona  Medicine,  Vol.  6,  No.  10;  pp.  32-35, 
October,  1949. 
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BRAIN  DEATH,  I.E.,  IRREVERSIBLE  COMA 


Historically,  death  has  been  defined  as  that 
state  of  unconsciousness  in  which  there  is  no 
response  to  stimulation  and  in  which  nervous, 
cardiovascular  and  respiratory  systems  have  com- 
pletely failed.  It  has  long  been  recognized  that 
it  is  possible  to  keep  the  heart  beating  almost  as 
long  as  it  is  oxygenated  by  means  of  artificial  res- 
piration. With  better  pulmonary  support  and  res- 
pirators it  has  been  possible  to  keep  the  heart 
beating  longer.  The  heart  usually  stops  func- 
tioning entirely  within  15-30  minutes  after  arti- 
ficial respiration  has  been  terminated.  It  was  a 
logical  step  to  redifine  death  and  to  associate 
it  with  cerebral  or  brain  death.  Artificial  respira- 
tion in  this  case  is  considered  to  be  an  extra- 
ordinary means  of  support  in  cerebral  death  and 
accordingly  is  neither  required  nor  advisable  un- 
less the  family  wishes  to  maintain  it. 

The  definition  of  cerebral  death  has  gained 
acceptance  during  the  past  decade.  The  Harvard 
Medical  School  Ad  Hoc  Committee  to  Exam- 
ine the  Definition  of  Brain  Death  (JAMA,  205. 
337-340,  1968)  defines  death  as  a syndrome  of 
human  unreceptivity,  unresponsitivity,  no  re- 
flexes, no  movements,  no  breathing  when  off 
the  respirator  for  three  minutes,  and  an  isolelec- 
trif  (flat)  EEG  on  two  occasions  24  hours  apart 
when  run  for  thirty  minutes  each  time  in  the 
absence  of  barbiturates  and  hypothermia.  More 
recently,  it  has  been  accepted  spinal  reflexes 
may  persist  in  cerebral  death.  The  criteria  for 


the  diagnosis  should  be  listed  in  the  hospital 
progress  notes  by  the  attending  physician 
and  confirmed  by  an  appropriate  consultant. 
The  attending  physician  then  discusses  the  find- 
ings with  the  family,  and  if  the  family  accepts 
the  diagnosis  (it  is  unsound  to  force  this  deci- 
sion on  the  family),  the  patient  is  pronounced 
dead.  This  is  recorded  by  the  attending  physi- 
cian as  the  time  of  death  and  the  respirator  is 
turned  off.  If  the  family  wishes  to  donate  or- 
gans for  transplantation,  this  fact  is  usually 
known  in  advance  and  plans  for  the  donations 
can  be  made  appropriately,  but  it  is  not  proper 
for  the  “harvesting”  team  to  enter  into  the  deci- 
sion regarding  the  diagnosis  of  cerebral  death 
nor  to  write  orders  on  the  chart  until  the  pa- 
tient has  been  determined  to  be  dead  by  his  at- 
tending physician  and  consultant.  If  organ  trans- 
plantation is  decided  upon,  the  extraordinary 
measures  of  artificial  respiration,  antibiotics,  etc. 
are  maintained  until  the  donation  has  been  ob- 
tained. 

The  art  and  science  of  medicine  truly  meet 
in  this  area  of  defining  and  documenting  cere- 
bral death.  In  this  regard,  physicians  have  seri- 
ous ethical,  moral,  legal  and  medical  responsi- 
bilities to  their  patients,  to  the  medical  profes- 
sion and  to  themselves.  The  diagnosis,  manage- 
ment and  documentation  of  irreversible  coma  is 
no  casual  matter! 

John  R.  Green,  M.D. 
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President's  Page 


IS  THE  SKY  FALLING  IN? 


PHILIP  E.  DEW,  AA.D. 
PRESIDENT 


James  J.  Kilpatrick,  syndicated  columnist,  re- 
cently did  an  excellent  job  of  explaining  the 
medical  professions  concern  about  PSRO.  In  one 
paragraph,  he  said,  “The  protesting  doctors  who 
have  been  flooding  me  with  letters  of  anguish 
may  be  suffering  a Chicken  Little  Syndrome. 
Many  of  them  tend  to  be  political  hypochon- 
driacs anyhow.  The  system  may  not  be  as  bad 
as  they  apprehend.” 

Most  of  us  reading  this  sort  of  paragraph 
bristle  a little  at  the  implication  that  doctors  are 
anything  but  perfect.  However,  those  of  us  that 
remember  the  hassle  over  the  resolution  making 
continuing  medical  education  mandatory  for 
membership  in  ArMA,  should  find  those  des- 
criptive remarks  appropriate  for  that  subject. 
When  the  Pima  County  Medical  Society  discuss- 
ed that  resolution,  there  was  bitternes  sand  tra- 
vail, and  long-time  friendships  were  threatened. 
When  the  vote  was  finally  taken  and  it  ended 
in  a tie  for  the  only  time  within  memory  of 
the  old  timers),  the  President,  John  Wilson,  cast 
the  deciding  vote  which  put  the  Pima  County 
Medical  Society  on  record  as  supporting  it. 

The  first  deadline  is  approaching  for  applica- 
tion for  the  Certificate  in  Continuing  Medical 
Education.  Those  of  you  who  have  not  received 
your  certificate,  may  recall  resolution  #2  adopt- 
ed by  the  ArMA’s  House  of  Delegates,  May  1, 
1971,  which  specified:  “That  all  active  members 
of  the  Arizona  Medical  Association  as  of  July  1, 
1971,  must  submit  their  initial  report  of  con- 
tinuing medical  education  activities  to  the  Med- 
ical Education  Committee  no  later  than  June 
30,  1974.”  This  must  be  accomplished  in  order 
to  maintain  your  membership  in  this  association. 
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The  resolution  also  states,  “New  active  members 
of  the  Arizona  Medical  Association  subsequent 
to  July  1,  1971,  will  be  given  a qualifying  period 
of  three  years  from  July  1 of  the  year  their  active 
membership  commenced  to  fulfill  the  require- 
ments of  continuing  medical  education.”  Each  of 
you  has  received  the  chartreus-colored  booklet 
entitled  “Guidelines  for  1974  Certificate  in  Con- 
tinuing Medical  Education  from  the  Arizona 
Medical  Association.”  Just  how  hard  is  it  to  make 
application?  I think  the  hardest  thing  is  to  sit 
down  and  start  to  fill  out  the  form.  The  rest 
is  easy  and  takes  very  little  time.  It  is  help- 
ful if  you  were  toilet-trained  too  young  and  keep 
some  kind  of  precise  count  of  the  common  every- 
day applicable  meetings  you  attend. 

The  Arizona  Medical  Association  was  the  sec- 
ond state  medical  association  to  have  a con- 
tinuing medical  education  requirement.  Many 
other  states  have  looked  to  Arizona’s  Medical 
Education  Committee  headed  by  Bob  Stark  as 
a model  of  their  own  state  organization. 

Some  states  have  taken  a different  approach. 
One  other  approach  is  to  have  continuing  med- 
ical education  as  a requirement  for  periodic  re- 
licensure. New  Mexico  and  Maryland  have  taken 
that  approach.  That  means  that  the  Board  of 
Medical  Examiners  or  some  other  legally  con- 
stituted body  relicenses  the  physician  at  intervals 
based  on  requirements  similar  to  those  for  mem- 
bership in  ArMA.  In  one  of  those  states  last 
year,  one  of  the  legislators  attempted  to  have 
laymen  on  the  Board  of  Medical  Examiners.  For 
those  of  you  who  are  not  particularly  pleased 
with  our  system,  I would  suggest  you  might  con- 
sider moving  to  one  of  those  states  where  your 
very  right  to  earn  a living  might  be  threatened 


thereby.  The  California  Medical  Association  has 
taken  a somewhat  different  approach  by  offering 
a certificate  in  continuing  medical  education  on 
a voluntary  basis,  which  has  been  successful. 
They  also  are  working  with  hospitals  in  Cali- 
fornia to  up  grade  the  educational  program  and 
have  taken  an  active  jbart  in  supervising  this 
process. 

The  Medical  Education  Committee  has  ar- 
ranged for  complete  reciprocity  with  the  Amer- 
ican Academy  of  Family  Practice  Certificate  and 
the  AMA  Physicians  Recognition  reward.  One 
application  is  all  that  is  required  and  the  recipi- 
ent gets  two,  or  if  appropriate,  three  certificates. 

Here  in  Arizona  there  may  be  cases  of  honest 
hardship  where  circumstance  preclude  meeting 
the  requirements.  We  would  expect  you  to  ap- 
peal to  the  Medical  Education  Committee  under 
those  circumstances  as  the  resolution  allows.  The 
CESA  program  of  RMP,  ArMA,  and  the  Med- 
ical School,  has  attempted  to  help  in  outlying 
areas,  but  the  program  is  not  completely  opera- 
tional. Your  appeal  would  help  us  pinpoint  prob- 
lems and  areas  of  need. 

Is  the  sky  falling  in?  Here,  I think  it’s  a leaf 
or  a raindrop.  In  some  other  states,  I’m  not 
so  sure. 

ERRATUM 

President’s  Page  of  January  1974  entitled 
“Phase  IV”  page  30,  second  paragraph  should 
read,  “Despite  the  fact  that  physicians’  fee  in- 
creases were  not  out  of  harmony  with  the  bal- 
ance of  the  economy,  the  CLC  immediately 
undertook  to  impose  harsh  rules  on  physicians 
during  Phase  II  by  limiting  annual  fee  increases 
to  2.5%.” 
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Dean's  Page 

J 

SECTION  OF  PEDIATRIC  ONCOLOGY, 
DEPARTMENT  OF  PEDIATRICS, 

UNIVERSITY  OF  ARIZONA 
MEDICAL  CENTER 


Pediatrics,  like  Medicine,  has  divided  into  a 
wide  spectrum  of  subspecialty  services  through 
the  years.  At  the  Arizona  Medical  Center  there 
are  now  no  less  than  seven  distinct  subspecialty 
areas  within  the  Department  of  Pediatrics.  One 
of  these  — Pediatric  Oncology  — is  described 
here.  It  is  an  excellent  example  of  the  kind  of 
referral  service  that  a University  hospital  can 
more  easily  develop  and  offer  to  the  public 
than  most  other  health  institutions. 

Since  the  clinical  services  opened  at  the  Uni- 
versity Hospital’s  out-patient  and  in-patient  serv- 
ices two  and  a half  years  ago,  the  Section  of 
Hematology-Oncology  in  the  Department  of  Pe- 
diatrics has  had  an  enormous  growth.  In  addi- 
tion to  leukemia  and  solid  malignant  tumors  of 
children,  this  section  has  been  utilized  for  con- 
sultation in  a wide  variety  of  clinical  disorders 
such  as  collagen  vascular  diseases,  bleeding  dis- 
orders (acquired  and  congenital),  abnormal 
white  cell  function,  dysgammaglobulinemia,  liver 
diseases  and,  of  course,  anemias.  One  of  the 
areas  of  greatest  volume  expansion  and  expendi- 
ture of  time,  in  terms  of  chronic  ongoing  care 
and  research,  has  been  in  the  field  of  Oncology. 
Well  over  60  children  with  various  types  of 
malignant  diseases  have  been  evaluated  and 
treated.  It  is  of  interest  that  10  percent  of  the 
patients  with  malignant  diseases  seen  on  this 
service  are  referred  from  outside  the  greater 
Tucson  area. 
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Although  acute  leukemia  represents  the  major 
component,  other  tumors  commonly  seen  in  chil- 
dren, such  as  Wilms,  neuroblastoma,  lymphoma 
and  Hodgkins  are  encountered,  as  well  as  rarer 
types.  All  patients  with  malignant  disease  bene- 
fit from  a multidiscipline  approach  to  their  de- 
finitive management.  The  “team”  employed  con- 
sists of  a chemotherapist,  a radiotherapist,  a so- 
cial worker  and  a surgeon. 

Availability  of  a pediatrieally  oriented  Radia- 
tion Oncology  Service  has  resulted  in  superb 
care  of  the  children  who  have  solid  tumors.  In 
addition,  a very  advanced  Nuclear  Medicine 
Section  in  the  Department  of  Radiology  has  al- 
lowed the  use  of  noninvasive  techniques  for 
more  accurate  staging  and  followup  of  therapy 
of  patients  with  solid  tumors. 

Active  clinical  research  is  underway  in  the 
areas  of  1 ) application  of  new  chemotherapeutic 
agents  in  resistant  tumors;  2)  metabolic  studies 
to  help  diagnose  and  follow  the  course  of  man- 
agement, such  as  the  urinary  excretion  of  cysto- 
thiomine  in  neuroblastoma  and  hepatic  cell  car- 
cinomas, and  aminoimidazole  carboximide  in 
acute  leukemia;  and  3)  changes  in  the  coagu- 
lation mechanism  in  solid  tumors. 

One  of  the  missions  of  the  Pediatric  Oncology 
Section  is  to  emphasize  the  fact  that  many  malig- 
nancies in  children  can  be  cured  by  using  the 
advanced  interdisciplinary  approach.  Even  in 


those  cases  that  have  extended  beyond  the  ex- 
pectation of  cure,  excellent  palliative  effects  can 
be  obtained  through  the  use  of  newer  chemo- 
therapeutic and  radiotherapeutic  approaches.  In 
addition  to  the  Oncology  part  of  the  Section  of 
Pediatric  Hematology,  active  research  continues 
into  the  investigation  of  acquired  and  congeni- 
tal coagulation  disorders,  with  particular  refer- 
ence to  those  diseases  with  associated  dissemin- 
ated intravascular  coagulation.  Consultative 
services  are  available  also  for  the  diagnosis  and 
treatment  of  the  many  varieties  of  anemias, 
hemoglobinopathies  and  white  cell  disorders. 

Teaching,  of  course,  is  a highly  important 
aspect  of  the  total  work  load  of  the  section. 
Hematology  is  taught  to  the  medical  students  as 
part  of  their  required  curriculum  and  is  offered 
as  an  elective  experience  in  their  later  clinical 
years.  Postgraduate  programs  for  residents  and 
fellows  are  also  available.  The  Section  encour- 
ages active  participation  by  the  practicing  phy- 
sicians around  the  state.  They  are  invited  to 
come  and  spend  a few  days  or  a week  as  part 
of  their  postgraduate  continuing  education. 
Those  physicians  who  are  interested  in  any  of 
these  programs,  or  who  would  like  further  in- 
formation about  them,  should  get  in  touch  with 
Dr.  Vincent  A.  Fulginiti,  Professor  and  Head, 
Department  of  Pediatrics,  or  Dr.  James  J.  Cor- 
rigan, Jr.,  Associate  Professor  and  Chief,  Section 
of  Pediatric  Hematology. 
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PHASE  IV 


FINAL  HEALTH  REGULATIONS 

COMMENTARY  AND  BACKGROUND  MATERIAL 
AS  PROVIDED  BY  THE  COST  OF  LIVING 
COUNCIL 

The  Cost  of  Living  Council  has  filed  with  the 
Federal  Register  final  Phase  IV  price  regulations 
for  the  nation’s  $100  billion  health  care  industry. 
The  regulations  contain  important  modifications 
of  the  proposed  version  published  for  public 
comment  on  November  6,  1973,  but  the  basic 
policy  framework  of  cost  containment  remains 
essentially  unchanged. 

More  than  1700  written  comments  were  sub- 
mitted to  the  Council  following  publication  of 
proposed  regulations,  developed  with  the  advice 
of  the  Council’s  Health  Industry  Advisory  Com- 
mittee and  consultations  with  numerous  indiv- 
iduals and  organizations  in  the  health  field.  All 
written  comments  have  been  reviewed  by  the 
Council  and,  where  appropriate,  incorporated 
into  the  final  regulations. 

Council  Director,  John  T.  Dunlop,  stated: 
“Health  care  was  the  major  inflationary  sector 
in  the  economy  prior  to  the  Economic  Stabiliza- 
tion Program,  with  increases  in  daily  hospital 
costs  exceeding  15%  annually  and  over  13%  per 
stay  in  the  hospital.  Phase  II  and  III  controls 
have  made  possible  a substantial  reduction  of 
these  costs  to  present  annual  increases  of  less 
than  10%  in  daily  costs  and  9%  annually  per 
stay.” 

“However,  the  Council  recognizes  that  the 
stabilization  program  control  systems  currently 
in  effect  in  the  health  industry  have  limited  in 
several  ways  the  flexibility  and  incentives  which 
encourage  sound  management.  It  is  expected 
that  the  new  regulations  should  foster  better 
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long-term  cost  containment  initiatives  than  were 
feasible  previously,  while  continuing  to  reduce 
the  inflation  rate.” 

“Additionally,”  Dr.  Dunlop  said,  “these  revised 
health  industry  regulations  address  the  Presi- 
dent’s goals  for  Phase  IV  health  control  to: 

—reduce  the  inflationary  rate  of  increase  in  the 
cost  of  hospital  stay; 

—provide  economic  incentives  for  the  substitu- 
tion of  less  expensive  ambulatory  care  in 
place  of  inpatient  hospital  care  where  pos- 
sible; 

—maximize  internal  flexibility  and  incentives 
for  health  care  managers  to  improve  pro- 
ductivity; 

—be  responsive  to  cost  saving  innovations,  such 
as  health  maintenance  organizations  and 
prospective  reimbursement  plans;  and 

—provide  for  the  development  of  State  — not 
Federal  — administration  of  health  care  con- 
trols.” 

“These  rules  also  provide  means  for  greater 
consumer  participation  in,  and  knowledge  of, 
price  transactions  in  connection  with  his  or  her 
health  care,”  Dr.  Dunlop  added. 

Consistent  with  these  objectives,  a number  of 
health  providers,  which  are  either  non-medical 
or  primarily  involved  with  ambulatory  care  and 
representing  about  13%  of  the  national  health 
dollar,  are  decontrolled.  Some  of  the  industries 
being  decontrolled  include  blood  banks,  chiro- 
practors, community  mental  health  centers,  den- 
tal labs,  family  planning  clinics,  midwives,  mi- 
grant health  clinics,  and  visiting  nurse  associa- 
tions. 

These  regulations  apply  to  about  70  percent 
of  the  health  industry  including  hospitals,  medi- 
cal practitioners,  independent  medical  labs, 
long-term  care  institutions,  and  health  mainte- 
nance organizations. 

The  major  provisions  of  the  new  Phase  IV 
health  regulations  are: 

• Hospital  charge  and  expense  increases  are 
limited  to  a 7.5  percent  per  inpatient  stay 
(with  adjustments  for  volume  changes). 

• Hospital  outpatient  service  charges  are  lim- 
ited to  a 6 percent  increase. 

• Medical  practitioners  are  limited  to  a 4 per- 
cent increase  in  annual  aggregate  weighted 
fees,  with  a 10  percent  limit  on  increases 
for  individual  patient  fees  over  $10  and  a 
$1  increase  limit  on  individual  patient  fees 
under  $10. 


• Long-term  care  institutions  are  limited  to  a 
6.5  percent  increase  in  average  realized 
revenue  per  day  by  class  of  purchaser  and 
level  of  care. 

• Health  maintenance  organizations  are  con- 
trolled separately  because  of  their  unique 
role  as  both  provider  and  insurer. 

Primary  changes  in  the  final  regulations  from 
the  proposed  regulations  published  last  Novem- 
ber are: 

• Hospital  and  long-term  care  institutions  are 
afforded  the  option  of  either  Phase  III  or 
Phase  IV  regulations  during  transitional 
period. 

• Capital  expenditures  are  approved  at  the 
State  level. 

• Changes  in  patient  mix  are  added  as  auto- 
matic adjustments  to  the  7.5  percent  limita- 
tion for  hospitals. 

Hospital  Regulations 

• The  mandatory  date  of  the  regulations  was 
fixed  as  April  1,  1974,  to  allow  for  a transi- 
tional period.  While  rules  are  effective  as  of 
January  1,  1974,  hospitals  have  been  given 
until  March  31  to  elect  to  remain  under 
Phase  III  rules  or  to  be  controlled  by  the 
new  Phase  IV  rules. 

Hospitals  with  fiscal  years  beginning  on  or 
after  August  15,  1973,  but  before  January  1, 
1974,  may  elect  the  Phase  IV  system  retro- 
actively to  the  start  of  their  current  fiscal 
years.  Hospitals  with  fiscal  years  beginning 
on  or  after  January  1,  1974,  and  prior  to 
April  1,  1974,  may  elect  to  continue  the 
Phase  II-III  system  for  one  additional  fiscal 
year.  In  either  case,  hospitals  must  notify 
the  Council  of  their  intent.  Otherwise,  hos- 
pitals with  fiscal  years  beginning  after  Jan- 
uary 1,  1974,  will  fall  automatically  under 
the  new  Phase  IV  rules. 

• Self-adjusting  provisions  have  been  included 
for  significant  changes  in  patient  case  mix 
and  for  capital  expenditures  approved  by 
appropriate  State  and  local  agencies.  The 
patient  mix  adjustment  has  been  designed 
to  assure  that  no  hospital  will  be  disadvan- 
taged by  the  control  system  for  treatment 
of  more  complex  and  more  expensive  pa- 
tients. 

• A violation  section  enables  hospitals  and 
payors  to  determine  how  and  on  what  basis 
to  rollback,  refund,  or  reduce  future  rates 
in  order  to  come  into  compliance. 
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• Free  care  is  excluded  from  all  controls  with- 
out penalty. 

• The  definition  of  a “small  hospital”  has  been 
liberalized  to  afford  special  consideration  to 
more  of  the  nation’s  smaller  institutions. 
Limitation  on  cost  per  occasion  of  outpa- 
tient service  is  dropped. 

• Measures  for  instituting  State-administered 
control  programs  have  been  further  defined 
to  encourage  to  the  maximum  extent  pos- 
sible State  alternatives  to  Federal  controls. 

• The  regulations  provide  for  provisional  ap- 
proval of  exception  requests  that  have  not 
been  acted  on  by  the  Council  within  60 
days. 

• There  are  clarifications  of  numerous  defini- 
tions and  the  program’s  wage  policy  as  it 
affects  prices. 

• The  system  is  still  characterized  by  the  basic 
7.5  percent  control  level  on  increases  in 
gross  charges  and  reimbursed  expenses  per 
inpatient  admission  and  a 6 percent  cap  on 
outpatient  charges  per  procedure.  Provisions 
for  adjustments  in  costs  and  charges  to  ac- 
commodate fluctuations  in  the  volume  of  in- 
patient admissions  remain  intact  from  the 
proposed  regulations. 

Medical  Practitioner  Regulations 

• As  was  proposed,  physicians,  dentists,  and 
other  practitioners  are  limited  to  an  annual 
aggregate  fee  increase  of  4 percent.  Patients 
are  protected  from  having  to  bear  a dispro- 
portionate share  in  the  aggregate  fee  by  a 
limit  on  individual  fee  increases.  No  fee 
over  $10  can  be  raised  by  more  than  10  per 
cent,  and  no  fee  under  $10  can  be  raised  by 
more  than  $1  in  a single  year. 

• Modifications  were  made  in  the  criteria 
used  in  granting  practitioners  exceptions  to 
the  revenue  margin  limitation  and  the  price 
increase  limitation. 

• Practitioner  rules  also  apply,  with  some  mod- 
ification, to  independent  medical  labora- 
tories. 

Health  Insurance  Regulations 

• The  health  insurance  regulations  have  been 
amended  to  encourage  insurance  carriers  to 
monitor  practitioner  fee  increases.  Proce- 
dures are  being  established  between  the 
Cost  of  Living  Council  and  representatives 
of  the  insurance  carriers  to  facilitate  an  ef- 
fective monitoring  system.  The  monitoring 
system  is  designed  to  take  advantage  of  on- 


going cost  control  activities  of  third  party 
payors  and  at  the  same  time  to  provide  a 
source  of  information  and  referral  for  the 
Council. 

Long  Term  Care  Regulations 

• Provides  for  State  approval  of  capital  ex- 
penditures. 

• Imposes  limitation  on  increases  in  charges 
to  personal  funds  of  patients. 

FACT  SHEET 

PHASE  IV  HEALTH  INDUSTRY 
PRICE  REGULATIONS 

Health  care  is  the  third  largest  industry  in  the 
United  States  with  Fiscal  Year  1974  spending 
expected  to  reach  a level  of  $100  billion.  More 
than  40  percent  of  the  total  amount  is  being  spent 
by  Federal,  State  and  local  governments.  The 
industry  employs  more  than  4 million  persons. 

On  a national  basis,  health  costs  for  the  aver- 
age American  have  climbed  rapidly,  doubling 
during  the  seven-year  period  following  the  im- 
plementation of  Medicare  and  Medicaid  in  the 
mid-1960’s.  Recently,  however,  the  rate  of  infla- 
tion has  lessened  within  the  health  industry. 
Total  health  expenditures  increased  by  11  per- 
cent during  1973  — the  lowest  increase  in  several 
years.  The  Consumer  Price  Index  for  health  rose 
by  3.2  percent  in  1972  compared  to  6.5  percent 
in  1971. 

PHASE  IV  HEALTH  REGULATION 
COVERAGE 

More  than  70  percent  of  the  health  industry 
remains  under  price  controls  under  Phase  IV 
health  regulations.  About  13  percent  of  the  in- 
dustry is  decontrolled.  The  remainder  of  the 
industry  is  covered  by  other  Cost  of  Living 


Council  regulations. 
Covered  by 

Decontrolled  Under 

Phase  IV 

Phase  IV 

% of  National 

Providers  Health  Dollar 

Providers 

Hospitals 

38.5% 

Bloodbanks 

Medical  Practitioners 

25 

Chiropraeters 

Physicians 

Clinical 

Dentists 

Psychologists 
Christian  Science 

Osteopaths 

Practitioners 
Clinics  and 

Podiatrists 

Dispensaries 
(not  owned  or 

Independent  Medical 
Laboratories 

operated  by  a 
controlled 
provider) 
Contact  Lens 

1 

Technicians 

Long-Term  Care 

Community 

Institutions 

4 

Mental  Health 

Health  Maintenance 

Centers 
Curative  Baths 

Organizations 

o 

and  Spas 

Dental 

Laboratories 
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Covered  by  Decontrolled  Under 

Phase  IV  Phase  IV 

% of  National 

Providers  Health  Dollar  Providers 

Dieticians 
Drug  and  Alcohol 
Abuse  Centers 
Family  Planning 
Clinics 

Health  Camps 
and  Resorts 
Homemaker  and 
Home  Health 
Aide  Agencies 
Housing  for  the 
Elderly 

Institutions  for 
the  Mentally 
Retarded 
Medical 

Photography 
Midwives 
Migrant  Health 
Clinics 
Naturopaths 
Neighborhood 
Health  Centers 
Nutritionists 
Occupational 
Therapists 
Optometrists  and 
Opticians 
Oxygen  Test 
Service 

Physiotherapists 
(Non-M.D.) 
Psychiatric  Social 
Workers 
Rehabilitation 
Centers 

Tuberculosis  and 
other  Sanitoria 
(operated  sep- 
arately from 
Acute  care 
Hospitals  and 
Long-Term 
Care 

Institutions) 
Visiting  Nurse 
Associations 
Vocational 
Rehabilitation 
Institutions 

NOTE:  Remaining  portions  of  the  health  dollar  go  to: 


Drugs 

9.3% 

controlled  under 
non-health 
CLC 

regulations 

Construction 

4.5% 

controlled  under 
non-health 
CLC 

regulations 

Research 

2.4% 

currently 

uncontrolled 

SUMMARY  OF  PHASE  IV  HEALTH 
REGULATIONS 
HOSPITALS 

A.  Inpatient 

• Limit  on  increase  in  total  charges  per  admis- 
sion and  expenses  per  admission  (price  paid 
by  cost  reimbursers),  instead  of  each  item  and 
service.  This  is  a prospective  budgeting  sys- 


tem geared  to  hospital’s  fiscal  year,  which 
allows  7.5  percent  increase  in  hospital  budget 
(6  percent  for  increased  costs  to  hospital  for 
for  same  items,  less  1 percent  for  productivity, 
plus  2.5  percent  for  increases  in  quantity  and 
quality  of  service). 

• Hospitals  with  a decrease  in  admissions  down 
to  5 percent  (or  10  percent  for  small  hospitals) 
may  increase  their  charges  and  expenses  per 
admission  to  cover  their  7.5  percent  total 
budget  increase,  plus  further  increases  per 
admission  up  to  20  percent  to  cover  fixed 
costs  as  admissions  decrease. 

• Hospitals  with  an  increase  in  admissions 
above  2 percent  (4  percent  for  small  hospitals) 
are  limited  to  increase  sufficient  to  pay  only 
for  fixed  costs  connected  with  each  additional 
admission. 

NOTE:  A small  hospital  has  less  than  4,000 
admissions  or  $2,500,000  of  total  inpatient 
operating  charges. 

These  adjustment  allowances  are  computed  from 

the  following  table: 


Allowable  Increases  in  Inpatient  Charges  and  Expenses 
Adjusted  For  Changes  in  Admission 


Percent  Change 
Admissions  vs. 
Previous  Fiscal 
Year 


Allowable 
Percentage 
Increase  in 
Charges  and 
Expenses  Per 
Admission  — 
Large  Hospital 


Allowable 
Percentage  increase 
in  Charges  and 
Expenses  Per 
Admission  — Small 
Hospital 


+ 10%  3.00%  3.98% 

+ 5 5.66  6.87 

0 7.50  7.50 

- 5 13.16  13.16 

-10  17.06  19.49 


9 • Free  Care  — not  counted  against  limit. 

9 • Hospitals  increasing  their  percentage  of  more  com- 
plex cases  (patient  mix)  may  compute  and  adjust 
charges  and  expenses  according  to  methods  de- 
scribed in  regulations,  or  other  methods  approved 
in  advance  by  CLC. 

9 Indicates  where  significant  changes  have  been  made 
in  response  to  comments  on  proposed  rule  making  of 
November  6,  1973. 


• Necessary  and  approved  major  new  capital  ex- 
pansion operating  costs  and  revenues  may  be 
added  to  above  base  when  approved  by  desig- 
nated state  or  local  agency. 

B.  Outpatient 

• no  restraint  on  growth  and  intensity  (out- 
patient surgery,  etc.),  of  less  expensive  am- 
bulatory care. 

a • controlled  on  charges  per  service  only. 

* • limited  to  6 percent  increase  in  aggregate 

weighted  charges  and  10  percent  individual 
charge  increase. 

— prices  of  services  which  are  also  billed  to 
inpatients  at  least  30  percent  of  the  time 
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controlled  by  the  more  flexible  inpatient 
system. 

C.  Exceptions  for  hospitals 

* • Submitted  through  State  Advisory  Board. 

* • Provisionally  approved  for  current  year  ex- 

ceptions if  no  response  in  60-days  from  date 
received  by  CLC. 

* • May  be  given  for  experimental  reimburse- 

ment methodologies. 

* • may  be  considered  after  all  operating  cash 

resources  have  been  applied,  and  hospital 
has: 

— shown  substantial  cost-containment  effort 
in  cost  justification; 

— has  additional  cash  requirement  primarily 
due  to  changes  in  amount  of  “bad  debts,” 
government-mandated  cost  increases,  or 
increase  to  low  wage  employees. 

* • may  be  considered  for  serious  hardship  or 

gross  inequity  after  all  cash  resources  have 
been  applied  not  including: 

— reserves  restricted  for  capital  use. 

— depreciation  where  historically  funded. 

D.  State  Control  Option 

* • Provision  for  substitution  of  State  control 

program  in  place  of  Federal. 

0 • State  participation  in  administration  of  con- 
trol program  is  encouraged. 

E.  Other  hospital  rules 

* • Optional  dates  for  hospitals  to  adopt  Phase 

IV  rules.  Hospitals  with  fiscal  years  begin- 
ning on  or  after  August  15,  1973,  but  before 
January  1,  1974,  may  elect  the  Phase  IV  sys- 
tem retroactively  to  the  start  of  their  current 
fiscal  years.  Hospitals  with  fiscal  years  be- 
ginning on  or  after  January  1,  1974,  and 
prior  to  April  1,  1974,  may  elect  to  continue 
the  Phase  II-III  system  for  one  additional 
fiscal  year.  In  either  case,  hospitals  must 
notify  the  Council  of  their  intent.  Otherwise, 
hospitals  with  fiscal  years  beginning  on  or 
after  January  1,  1974,  will  fall  automatically 
under  the  new  Phase  IV  rules.  Those  with 
fiscal  years  beginning  on  or  after  April  1, 
1974,  must  apply  Phase  IV  rules. 

0 ® Expense  limits  redefined  to  limit  only  re- 
imbursed expenses. 

0 • Remedial  actions  for  non-compliance  speci- 
fied in  regulation. 

F.  Improvements  over  Phase  II/III  Hospital 
Regulations 

• Most  hospitals  with  declining  length  of  stays 
may  recover  offsetting  revenues  using  a per- 


admission  limit  instead  of  a limit  on  increase 
in  cost  per  day. 

• Limits  per  admission  simpler  to  administer 
than  previous  controls  which  split  price  be- 
tween charges  per  procedures  and  cost  per 
day. 

• Provides  volume  adjustment  which  recog- 
nizes high  fixed  costs  of  hospitals  and  lack 
of  control  on  number  of  patients  treated. 

• Recognizes  greater  impact  of  volume 
changes  on  small  hospitals. 

• Provides  ability  to  recover  costs  on  approved 
capital  projects. 

• Rewards  economizing  by: 

— not  requiring  cost  justification 

— eliminating  profit  margin  test 

— permitting  accumulation  of  unused  allow- 
able increases  for  use  in  following  year. 

• Additional  management  flexibility  provided 
by: 

— eliminating  separate  cost  caps  on  total 
payroll  and  non-wage  expenses 

(note:  health  wage  regulations  remain  un- 
changed) 

— eliminating  requirement  to  prenotify. 

— eliminating  need  to  annualize  price  in- 
creases. 

• Expresses  price  limits  in  terms  that  are 
easier  for  the  public  to  understand. 

MEDICAL  PRACTITIONERS 

• Limit  of  4 percent  on  aggregate  weighted 
price  increases  on  an  annualized  basis 
(weighting  based  on  last  year’s  volume  of 
revenues  for  each  procedure  or  group  of 
procedures). 

• Limit  of  10  percent  annual  price  increase  for 
each  specific  service  over  $10;  limit  of  $1 
annual  increase  for  each  service  under  $10. 

• Price  increase  entitlement  may  be  accumu- 
lated from  year  to  year. 

• No  cost  justification  required  for  price  in- 
crease. 

0 • No  automatic  cost  pass-throughs  other  than 
for  increases  in  the  cost  of  gold  and  silver 
for  dentists. 

• Schedule  of  prices  must  be  available  upon 
request,  with  notice  of  availability  posted. 

A.  Exceptions  for  practitioners 

• May  provide  for  revenue  margin  relief  if. 

— practitioner’s  base  period  is  not  substan- 
tially representative  of  current  practice; 

— there  is  a significant  increase  in  the 
amount  of  medical  care  delivered; 
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• May  provide  for  price  increase  relief  if: 

— prices  lawfully  in  effect  prior  to  the  regu- 
lations are  not  substantially  representative 
of  current  practice; 

° — there  is  a significant  inbalance  between 
the  costs  and  a price  charged  for  a speci- 
fic service; 

0 — there  is  a move  to  an  underserved  area; 

— there  are  government  mandated  cost  in- 
creases; 

— there  are  cost  increases  related  to  sub- 
stantial and  significant  improvements  in 
the  quality  of  care; 

— current  operating  revenues  are  inade- 
quate to  meet  current  operating  expenses; 

— there  is  significant  change  in  amount  of 
“bad  debts”; 

— there  are  substantial  increases  to  low 
wage  employees. 

B.  Improvements  over  Phase  II/III  rules  for 
practitioners 

• aggregate  weighted  fee  increase  made  easier 
to  calculate  and  comply  with: 

— procedures  may  be  grouped 

— weighting  based  on  last  year’s  ratio  of  in- 
come from  procedures 

• 10  percent  limit  on  each  procedure  prevents 
one  type  of  patient  from  being  subjected  to 
large  disproportionate  increases 

• Removal  of  cost  justification  requirement 
simplifies  acounting  and  record  keeping. 

MEDICAL  LABORATORIES 

• Same  as  for  practitioners  except  no  revenue 
margin  limitations. 

LONG  TERM  CARE  INSTITUTIONS 
(NURSING  HOMES) 

• Average  realized  revenues  per  day  may  not 
increase  by  more  than  6.5  percent,  by  class 
of  purchaser  and  level  of  care,  annually  ad- 
justed for: 

— unused  price  allowance  from  previous 
Phase  IV  fiscal  year. 

— necessary  major  capital  expenditures  and 
related  operating  costs  and  revenues 
when  given  positive  approval  by  desig- 
nated State  or  local  agency. 

— special  provisions  for  regional  or  State- 
wide increases  in  Medicaid  reimburse- 
ment rates  to  meet  Federal  and  State 
standards  of  care. 

• Schedule  of  price  must  be  available  on  re- 
quest. 

• Exceptions  and  State  participation  same  as 


listed  for  hospitals. 

• Protection  given  to  patients  from  excessive 
increases  from  personal  funds. 

• Classes  of  purchaser  and  levels  of  care  cov- 
ered by  the  regulations  are  as  follows: 

Classes  Levels 

1.  Madicare  Hospital  care— skilled  nursing  care 

2.  Medicaid  Existing  levels  by  State 

3.  All  other  Existing  levels  by  institutions 

A.  Improvements  over  Phase  II/III  Long-Term 
Care  Rules 

• Recognizes  differences  between  nursing 
homes  and  hospitals  with  separate  rules. 

• Increased  incentive  to  take  patients  from 
hospitals  where  medically  feasible. 

• Recognizes  limited  accounting  capacity  in 
institutions  by  providing  simplified  reporting 
form  on  which  to  measure  compliance. 

• Accommodates  patient  mix  change  by  recog- 
nizing levels  of  care  so  that  taking  more 
costly  cases  will  not  result  in  inadvertant 
non-compliance. 

• Provides  ability  to  recover  costs  on  approved 
capital  projects. 

• Rewards  economizing  by: 

— not  requiring  cost  justification 

— eliminating  profit  margin  test 

— permitting  unused  allowable  increase  in 
a fiscal  year  to  be  used  in  following  fiscal 
year. 

• Additional  management  flexibility  provided 
by: 

— eliminating  separate  cost  caps  on  total 
payroll  and  non-wage  expenses 
(NOTE:  Health  wage  regulations  remain 
unchanged) 

— eliminating  requirement  to  prenotify 

— eliminating  need  to  annualize  price  in- 
creases 

• Expresses  price  limits  in  terms  that  are 
easier  for  the  public  to  understand  and  ap- 
preciate. 

HEALTH  MAINTENANCE 
ORGANIZATIONS 

• Subscription  rates  or  premiums  controlled 
consistent  with  standards  applied  to  insur- 
ance industry. 

• Limitation  of  cost  increases  in  premium  de- 
termination consistent  with  Phase  IV  con- 
trols on  acute  care  hospitals  and  medical 
practitioners. 

• Prenotification  by  large  health  maintenance 
organizations  of  any  price  increase  over  5 
percent. 
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• Exceptions  and  State  participation  same  as 
for  insurance. 

A.  Improvement  over  Phase  II/III  Rules: 

• HMOs  were  under  double  set  of  rules,  for 
insurance  and  health.  New  controls  focus  on 
premiums  as  insurance  to  simplify  and  pro- 
vide maximum  incentive  for  economizing. 

GENERAL  BACKGROUND  ON  HEALTH 

REGULATIONS  AND  ECONOMIC  DATA 
ON  HEALTH  INDUSTRY 

In  addition  to  encouraging  the  positive 
achievements  of  health  care  providers  under 
Phases  II  and  III,  the  Phase  IV  regulations  are 
designed  to: 

— Contain  the  inflationary  rate  of  increase  in 
the  cost  of  a hospital  stay; 

— moderate  the  proliferation  of  new  services 
and  equipment; 

— provide  economic  incentives  for  the  substi- 
tution of  less  expensive  ambulatory  care  in 
place  of  inpatient  hospital  care  where  pos- 
sible; 

— provide  for  the  development  of  State  — not 
Federal  — administration  of  health  care  con- 
trols; 

— maximize  internal  flexibility  and  incentives 
for  health  care  managers  to  improve  pro- 
ductivity; 

— respond  to  cost  saving  innovations,  such  as 
health  maintenance  organizations  and  pros- 
pective reimbursement  plans;  and 

— provide  means  for  greater  consumer  partici- 
pation in,  and  knowledge  of,  price  trans- 
actions in  connection  with  his  care. 
Downward  trends  of  health  price  increases  in 

relation  to  overall  CPI: 


Annual  Percentage  Increase 

1969 

1970 

1971 

1972 

CPI  all  items 

5.4 

5.9 

4.3 

3.3 

CPI  Medical  Care 

6.9 

6.3 

6.5 

3.2 

HOSPITAL  PRICE  TRENDS 


Because  of  increase  in  services  billed  per  day 
of  care,  and  reduction  in  length  of  stay,  various 
price  measures  have  changed  differently  as 
shown: 


Annual  Percentage  Increase 
CPI,  All  Items 
Hospital  Room  Charge 
Cost  per  day 
— Cost  per  admission® 
® Adjusted  for  outpatient  ex] 


1969 

1970 

1971 

1972 

5.4 

5.9 

4.3 

3.3 

13.4 

12.9 

12.2 

6.6 

15.5 

13.9 

12.3 

10.4 

15.5 

10.3 

10.2 

8.9 

HEALTH  MAINTENANCE  ORGANIZATIONS 


— Rapidly  growing  form  of  organization  pro- 
viding comprehensive  care  on  a prospective 
budget  basis.  It  is  a promising  structure  for 
cost  containment,  with  approximately  400 
units  operating  or  under  development. 


MEDICAL  PRACTITIONERS 

— Account  for  25  percent  of  health  dollar; 
physicians  are  the  “purchasing  agent”  for 
most  hospital  treatment. 

— Physicians  and  dentists  ran  50-percent  over 
CPI  increases  in  pre-stabilization  years,  but 
have  significantly  reduced  fee  increases 
since  1971: 


\nnual  Percentage  Increase 

1969 

1970 

1971 

1972 

CPI,  All  Items 

5.4 

5.9 

4.3 

3.3 

CPI,  Physician  Fees 

6.9 

7.5 

6.9 

3.1 

CPI,  Dentist  Fees 

7.0 

5.8 

6.4 

4.2 

— Due  to  productivity  increases,  practitioners’ 
incomes  have  traditionally  risen  faster  than 
fees. 


— Phase  IV  system  designed  to  simplify  sys- 
tem for  practitioners  and  consumers;  adjusts 
former  2.5  percent  limit  to  recognize  un- 
avoidable increases  in  cost  of  practice. 

LONG  CARE  TERM  INSTITUTIONS 

— Small  percentage  of  health  dollar  (4.5  per- 
cent) but  major  health  care  provider  among 
fixed  income  group,  the  aged. 

— Nursing  home  expenditures  increased  13 
percent  per  year  prior  to  economic  controls 
with  Medicare  and  Medicaid  the  largest 
sources  of  financing. 

PHASE  IV 
BACKGROUND 

HEALTH  INDUSTRY  PRICE  CONTROLS 

The  economy-wide  wage-price  freeze  of  Au- 
gust 1971  began  a massive  effort  to  slow  infla- 
tion in  the  American  economy.  The  initial  across- 
the-board  freeze  was  replaced  by  the  end  of  that 
year  with  a series  of  control  programs  for  each 
major  sector  of  the  economy.  The  primary  objec- 
tives of  the  Economic  Stabilization  Program  are 
to  stabilize  the  economy  and  reduce  inflation  in 
the  context  of  sound  fiscal  and  monetary  policy. 
The  Office  of  Health  is  one  of  the  major  sectors 
of  the  Economic  stabilization  Program. 

The  health  industry  has  always  required  sub- 
stantial and  special  attention  under  control  pro- 
grams because  of  its  previous  inflationary  his- 
tory, its  complex  nature,  and  the  vital  import- 
ance of  the  services  it  renders.  Since  1966,  health 
expenditures  have  grown  from  5.9  percent  to  our 
gross  national  product  to  7.6  percent.  This  in- 
crease was  not,  however,  merely  used  to  pur- 
chase more  goods  and  services.  Between  1969 
and  1971,  when  consumer  prices  rose  at  an  an- 
nualized rate  of  5.3  percent,  medical  care  prices 
rose  7.7  percent  per  year.  Further,  hospital  prices 
rose  almost  13  percent  each  year.  This  particular 
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aspect  of  the  inflation  in  health  costs  is  especially 
significant  since  40  percent  of  all  health  expendi- 
tures are  made  in  hospitals.  Physicians’  fees, 
which  constitute  about  20  percent  of  health  ex- 
penditures, rose  7 percent  during  this  same  pe- 
riod. There  has  also  been  another  factor  contrib- 
uting to  the  special  problems  of  the  health  in- 
dustry: a rapid  proliferation  in  the  number  and 
kinds  of  services  provided  in  both  hospitals  and 
physicians’  offices. 

Hospitals 

Because  of  the  manner  in  which  hospital  costs 
are  calculated  and  the  way  they  are  reimbursed, 
it  often  impossible  to  separate  those  increased 
costs  associated  with  providing  a level  of  serv- 
ices comparable  to  the  previous  year  from  those 
attributable  to  providing  more  or  different  serv- 
ices. Further,  for  the  average  patient  or  his  in- 
surance company,  the  price  with  which  they  are 
most  concerned  is  the  price  of  a total  stay  in  the 
hospital.  Focusing  attention  only  on  changes  in 
the  prices  charged  per  unit  of  service  can  be 
misleading  at  times.  For  example,  as  shown  in 
the  following  table,  the  rate  of  increase  in  prices 
for  room  and  board  declined  by  49  percent  from 
1971  to  1972;  in  contrast  the  rate  of  increase  in 
the  total  cost  or  price  for  a stay  in  a hospital 
declined  by  only  14  percent. 

Increases  in  the  Consumer  Price  Index 
(Annual  Averages)  (In  Percent) 


1970 

1971 

1972 

Reduction 

(1970-72) 

CPI,  All  Items 

5.9% 

4.3% 

3.3% 

(44%) 

Total  Medical  Care 

6.3 

6.5 

3.2 

(49  ) 

Hospitals  — 

Semi-Private  Room 

12.9 

12.2 

6.6 

(49  ) 

Operating  Room 

10.6 

9.7 

7.9 

(25 

X-ray  Diagnostic 

6.4 

7.4 

3.4 

(47  ) 

Increase  in  Expenses  Per  Patient  Day/Admission 

(In  Percent) 
1970  1971 

1972 

Reduction 

(1970-72) 

Cost  Per  Adjusted 
Day 

13.9% 

12.3% 

10.4% 

(25%) 

Cost  Per  Adjusted 
Admission 

10.3 

10.2 

8.9 

(14  ) 

It  is  important  in  understanding  the  final 
Phase  IV  health  regulations  to  understand  the 
difference  between  changes  in  the  price  of  a unit 
of  service  and  changes  in  the  total  price  of  a stay 
in  a hospital.  Increases  in  the  total  cost  of  a hos- 
pital stay  occur  because  of  two  principal  reasons: 

1.  Increases  in  the  cost  of  providing  the  same 
level  of  services  as  in  a previous  period; 

2.  Provision  of  more  or  different  services  for 
the  same  type  of  illness  as  compared  to  a 
previous  period. 

Prior  to  the  Economic  Stabilization  Program, 
the  cost  of  hospital  care  on  a per  day  basis  was 


rising  at  about  15  percent  per  year.  About  half  of 
this  increase  could  be  attributed  to  increases  in 
the  wages  paid  to  hospital  workers  and  the  prices 
paid  by  hospitals  for  supplies;  the  remaining  half 
was  used  to  increase  the  number  and  types  of 
services  given  to  a patient  while  in  the  hospital. 
In  other  words,  if  there  had  been  no  wage  or 
price  increases  to  hospitals,  costs  would  still  have 
increased  about  7%  annually.  Over  the  six  year 
period,  1965-1971,  about  $23  was  added  to  the 
average  daily  cost  of  hospital  care  for  increases 
in  the  “intensity”  of  care.  While  many  of  these 
changes  were  clearly  medically  necessary,  some 
were  not.  Given  that  hospital  care  is  most  often 
paid  for  on  the  basis  of  the  total  costs  incurred 
by  the  institution,  the  usual  business  incentives 
for  limiting  spending  for  only  truly  necessary 
activities  often  are  missing.  Therefore,  the  term 
“hospital  inflation”  must  include  at  least  part  of 
these  so-called  increases  in  intensity  of  service. 
It  was  for  this  principal  reason  that  the  Cost  of 
Living  Council,  after  reviewing  the  recommenda- 
tions of  the  Health  Industry  Advisory  Commit- 
tee, adopted  the  more  inclusive  definition  of  the 
price  of  hospital  care  as  the  price  (cost)  of  a 
total  stay  in  a hospital. 

Under  the  proposed  Phase  IV  regulations,  a 
limitation  of  7.5  percent  is  imposed  on  increases 
in  gross  charges  and  reimbursed  expenses  in- 
curred per  inpatient  admission.  As  shown  below, 
this  limitation  is  modified  to  account  for  changes 
in  the  level  of  admissions.  In  recognition  of  the 
very  high  short-term  fixed  component  of  hospital 
expenses,  a hospital  experiencing  up  to  a 5 per- 
cent decline  in  admission  (10  percent  for  smaller 
hospitals)  is  permitted  to  adjust  its  per  admission 
prices  to  recover  up  to  the  full  7.5  percent  in- 
crease in  total  expenses.  Further  increases  in  per 
admission  prices  are  allowed  for  more  extensive 
dclines  in  admissions  on  a sliding  scale  but  in 
no  case  will  increases  of  more  than  20  percent 
per  admission  be  allowed  without  prior  approval 
of  the  Council. 

A hospital  is  permitted  to  maintain  the  full  7.5 
percent  per  admission  increase  for  the  first  2 per- 
cent increase  in  admissions  (4  percent  for  smaller 
hospitals).  Thereafter  a downward  adjustment  is 
required  in  the  per  admission  rate  of  increase  to 
account  for  the  fact  that  total  hospital  costs  do 
not  grow  in  direct  proportion  to  rising  admis- 
sions. Regardless  of  the  extent  of  the  rise  in  ad- 
missions, the  allowance  will  not  be  less  than  3 
percent  on  a per  admission  basis. 


ARIZONA  MEDICI  NE  ] ] 3 


Allowable  Increases  In  Inpatient  Charges  and  Expenses 
Adjusted  For  Changes  In  Admission 


Increase  or 

Allowable 

Allowable 

Decrease  in 

Percentage 

Percentage 

Admissions 

Increase 

Increase 

Over  Previous 

Per  Stay 

Per  Stay 

Fiscal  Year 

Large  Hospital 

Small  Hospital 

110% 

3.00% 

3.98% 

105 

5.66 

6.87 

104 

6.26 

7.50 

102 

7.50 

7.50 

100 

7.50 

7.50 

95 

13.16 

13.16 

90 

17.06 

19.49 

88 

18.74 

20.00 

86 

20.00 

20.00 

In  addition  to  changes  in  the  number  of  ad- 
missions, hospitals  also  experience  changes  in  the 
mix  of  patients  admitted.  Significant  changes  in 
mix  can  have  implications  for  the  necessary  ex- 
penses of  treatment.  To  accommodate  such 
changes,  the  final  regulations  provide  for  an  ad- 
justment in  the  per  admission  limitations  to  re- 
flect variations  in  patient  mix. 

A second  automatic  adjustment  is  provided  for 
institutions  who  have  capital  expenditures  ap- 
proved by  appropriate  state  and  local  planning 
agencies.  Both  capital  costs  and  associated  oper- 
ating costs  may  be  passed  on  in  charge  and  ex- 
pense increases  where  the  agency  has  determined 
community  need  for  the  expenditure. 

The  Phase  IV  regulations  also  provide  a de- 
tailed exceptions  procedure  for  hospitals  experi- 
encing a serious  hardship  or  gross  inequity  as  a 
result  of  the  limitations  described  above.  Excep- 
tion requests  not  acted  upon  within  60-days  will 
receive  provisional  approval  in  Phase  IV. 

Medical  Practitioners 

Physicians  and  dentists  are  the  two  main  pro- 
viders in  this  category.  Their  rates  of  fee  increase 
before  Stabilization  were  roughly  comparable, 
danging  between  5.0  and  7.5  percent  from  1967 
through  1971.  Physicians  and  dentists  have  been 
under  mandatory  controls  along  with  other  seg- 
ments of  the  health  field  since  August,  1971,  with 
a limit  on  aggregate  weighted  fee  increases  at  2.5 
percent  per  year.  Results,  as  measured  by  the 
Consumer  Price  Index  on  selected  procedures, 
reflect  a significant  reduction  in  fee  increases  of 
50  to  60  percent  to  comply  with  Cost  of  Living 
Council  guidelines  (see  table). 

Year-end  CPI  Results 


Rate  Increase 


1970 

1971 

1972 

Reduction  (1970-72) 

Physicians 

8.1% 

5.2% 

2.4% 

54% 

Dentists 

5.5 

6.4 

2.8 

56 

Total  Medical 
Care 

7.3 

5,3 

3.8 

28 

All  Items 

5.5 

3.4 

3.4 

0 

These  figures  indicate  that  Phase  II  more  than 
halved  the  rate  of  inflation  for  both  physicians’ 
and  dentists’  fees. 

In  recognition  of  unavoidable  increases  in  the 
cost  of  practice,  a new  limit  of  4 percent  has  been 
established  on  aggregate  weighted  fee  increases. 
This  fee  increase,  combind  with  expected  pro- 
ductivity advances,  is  designed  to  allow  the  prac- 
titioner the  opportunity  to  increase  his  or  her  in- 
come consistent  with  objectives  set  forth  under 
the  wage  guidelines. 

At  the  same  time,  the  system  has  been  consid- 
erably simplified  for  the  practitioner  and  for  the 
patient  or  third  party  payor  to  understand  and 
monitor.  Following  guidelines  of  practitioner  as- 
sociations, the  patient  is  encouraged  to  inquire 
about  fees  and  pricing  so  that  he  may  participate 
in  the  health  care  transaction  in  a more  informed 
way.  The  practitioner  will  have  available  base 
and  current  price  lists  for  this  purpose. 

The  intent  of  the  Economic  Stabilization  Pro- 
gram is  to  continue  to  limit  inflationary  trends 
in  fees  without  inadvertently  causing  either  a de- 
crease in  the  number  of  patients  treated,  or  a 
deterioration  in  the  quality  of  care.  Care  of  pa- 
tients on  an  ambulatory  basis  is  recognized  as  an 
effective  lower-cost  alternative  to  institutional- 
ized care  in  many  cases.  In  addition,  much  of 
what  needs  to  be  done  to  further  stabilize  health 
care  costs  will  rely  on  the  participation  and  co- 
operation of  the  physician  or  other  practitioner 
who  institutionalizes  a patient  and  orders  large 
numbers  of  services  to  be  provided  by  the  hos- 
pital or  nursing  home.  It  is  in  this  role  as  “pur- 
chasing agent”  for  the  patient  that  the  medical 
practitioners  are  especially  important,  and  their 
cooperation  is  sought  in  continuing  efforts  at 
reducing  the  rate  of  inflation  in  health  care. 

Long-Term  Care  Institutions 

There  are  more  than  twice  as  many  nursing 
homes  as  hospitals,  but  they  are  generally  much 
smaller  and  their  total  revenues  constitute  only 
4.3  percent  of  the  Nation’s  health  dollar.  How- 
ever, during  each  year  since  the  inception  of  the 
the  Medicare  and  Medicaid  programs,  there  have 
been  significant  increases  in  long-term  care  ex- 
penditures. 

Unlike  hospitals,  most  nursing  homes  are  pro- 
prietary. Significant  amounts  of  services  are 
rendered  under  the  Medicare  and  Medicaid  Pro- 
grams. As  these  institutions  move  closer  to  reim- 
bursement related  to  the  costs  incurred  (as  pro- 
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vided  for  by  1976  in  P.L.  92-603),  the  inflationary 
potential  increases. 

Under  Phase  II/III  of  the  Economic  Stabiliza- 
tion Program,  long-term  care  institutions  were 
included  with  hospitals  as  institutional  providers, 
and  the  basic  requirements  under  the  regulations 
were  the  same.  The  price  paid  by  cost  reimburs- 
ers  was  the  cost  per  day,  for  both  hospitals  and 
nursing  homes.  However,  nursing  homes  were 
not  granted  an  additional  2 percent  allowance 
for  increases  in  intensity  of  service. 

In  reviewing  the  ndes  for  Phase  IV,  the  Coun- 
cil convened  an  Ad  Hoc  Committee  on  Long- 
Term  Care.  These  representatives  of  consumers, 
providers,  and  third-party  payors  pointed  out  the 
difficulties  faced  by  small  homes  in  maintaining 
compliance  because  of  the  complexity  of  the 
forms,  changes  in  patient  mix,  and  the  barriers 
created  by  the  Economic  Stabilization  Program 
for  states  that  wish  to  increase  Medicaid  reim- 
bursement to  aid  homes  in  meeting  Federal  and 
State  standards. 

Separate  Phase  IV  rules  have  been  designed 
for  the  long-term  care  field  to  address  these 
special  problems.  First,  homes  for  the  aged  which 
provide  only  residential  or  personal  care  are 
exempted  from  the  regulations. 

Secondly,  the  6.5  percent  control  level  focuses 
on  revenue  per  day  by  class  of  purchaser  so  that 
changes  in  patient  mix  among  classes  will  not 
result  in  inadvertent  non-compliance. 

Thirdly,  exceptions  can  be  granted  for  an  in- 
dividual class  of  purchaser,  facilitating  treatment 
of  Medicaid  increases  that  would  have  violated 
an  overall  revenue  limitation.  This  provision  ad- 
dresses a concern  expressed  by  both  the  Ad  Hoc 
Committee  and  the  Health  Industry  Advisory 
Committee  over  the  excessively  low  Medicaid 
reimbursement  levels  in  a number  of  states. 

Other  provisions  are  similar  to  those  affecting 
hospitals,  including  provisions  for  exceptions,  and 
encouragement  of  greater  state  participation  in 
administration  of  the  controls  program.  In  ad- 
dition, the  5.5  percent  limitation  on  wage  adjust- 
ments continues  in  effect. 

Health  Maintenance  Organizations 

During  Phase  II/III,  Health  Maintenance  Or- 
ganizations were  under  a double  set  of  regula- 
tions. They  were  considered  providers  of  health 
care  and  subject  to  the  health  regulations,  and 
were  also  under  the  insurance  regulations  for 
purposes  of  adjusting  rates  to  subscriber  mem- 


bers. Neither  set  of  controls  was  designed  to 
address  the  specific  nature  of  the  Health  Main- 
tenance Organization,  and  therefore  the  regula- 
tions scheme  was  cumbersome  and  confusing. 
New  Phase  IV  regulations  are  designed  to  con- 
trol the  rate  of  increase  in  premiums  charged 
consumers.  They  are  consistent  with  both  the 
insurance  regulations  and  the  unique  character- 
istics of  the  HMO  industry.  Special  provisions 
are  included  to  govern  the  rate  increases  of  new 
HMO’s  which  reflect  the  actuarial  uncertainty 
and  large  start-up  costs.  New  HMO’s  are  defined 
as  those  with  less  than  four  years  experience  and 
fewer  than  35,000  members. 

HMO’s  with  more  than  60,000  members  are 
required  to  prenotify  the  Council  of  proposed 
rate  increases  above  5 percent  which  affect  large 
groups  of  subscribers. 

SUMMARY 

In  his  July  19  statement  announcing  Phase  IV, 
the  President  requested  that  the  Health  Industry 
Advisory  Committee  recommend  changes  in  the 
controls  to: 

— reduce  the  inflationary  rate  of  increase  in 
the  cost  of  a hospital  stay; 

— moderate  the  proliferation  of  new  services 
and  equipment; 

— provide  economic  incentives  for  the  sub- 
stitution of  less  expensive  ambulatory  care 
in  place  of  inpatient  hospital  care  where 
possible; 

— provide  for  the  development  of  State  — not 
Federal  — administration  of  health  care  con- 
trols; 

— maximize  internal  flexibility  and  incentives 
for  health  care  managers  to  improve  pro- 
ductivity; and 

— be  responsive  to  cost  saving  innovations, 
such  as  health  maintenance  organizations 
and  prospective  reimbursement  plans. 

The  Phase  IV  health  regulations  now  pub- 
lished speak  to  those  goals.  The  Health  Industry 
Advisory  Committee  has  played  a major  role  in 
advising  the  Cost  of  Living  Council  on  how  these 
goals  can  be  achieved  most  equitably.  Thousands 
of  individuals  and  groups  have  provided  informa- 
tion and  comments  to  the  Committee  and  staff 
on  the  problems  and  opportunities  for  effective 
stabilization.  Continuing  communication  and 
careful  monitoring  will  be  pursued  with  all  seg- 
ments of  the  industry  to  assure  optimal  results 
for  health  care  consumers. 
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DIABETIC  REHABILITATION  CENTER 

A Diabetic  Rehabilitation  Center  has  been 
opened  at  Sequoia  Hospital  in  Redwood  City, 
the  nation’s  first  in  this  regard.  Its  aim  is  to 
take  individuals  with  complications  of  diabetes 
and  give  them  sufficient  knowledge  and  skill 
to  manage  their  own  problems.  A thorough 
medical  evaluation  will  be  included  as  well  as 
suggestions  as  to  the  appropriate  direction  of 
therapy.  Special  attention  will  be  given  to  those 
who  have  visual  impairment  or  blindness  from 
diabetes  and  vocational  rehabilitation  clients  will 
be  the  major  group  served.  The  project  is  fund- 
ed on  an  administrative  basis  through  a grant 
from  Health,  Education  and  Welfare  and  will 
encompass  all  of  California,  Nevada,  Arizona, 
Hawaii  and  Micronesia.  Interested  parties  should 
contact  J.  J.  Prendergast,  M.D.,  Director,  Se- 
quoia Hospital  Diabetic  Rehabilitation  Center, 
Whipple  & Alameda,  Redwood  City,  California 
94062,  Phone:  365-0310. 

SEQUOLA  HOSPITAL  DISTRICT 
DIABETIC  REHABILITATION  CENTER 
WHIPPLE  & ALAMEDA 
REDWOOD  CITY,  CALIFORNIA  84062 
BACKGROUND:  Sequoia  Hospital  is  a Com- 
munity Hospital  situated  thirty  miles  south  of 
San  Francisco,  in  a pleasant  residentail  suburban 
area.  The  hospital  already  provides  services  to 
diabetic  patients  in  the  community  through  its 
In-patient  Services  and  Out-patient  diabetic  edu- 
cation program. 

PROGRAM  OBJECTIVES:  To  extend  the 
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basic  concept  of  the  out-patient  education  pro- 
gram into  a regional  rehabilitation  center,  focus- 
ing on  full  medical  evaluation  and  identification 
of  specific  problems;  indivdually  oriented  educa- 
tion and  training  in  diabetic  management.  Em- 
phasis will  be  given  to  the  unique  problems  of 
the  blind  diabetic  patient.  The  overall  long  term 
objective  is  to  develop  a model  facility  equipped 
to  train  personnel  from  other  communities  wish- 
ing to  establish  similar  centers. 

ELIGIBILITY:  Any  diabetic  patient  from 
California,  Nevada,  Arizona,  Hawaii,  Micronesia 
(State  Rehabilitation  Services,  H.E.W.  Region 
IX).  Preference  will  be  given  to  clients  of  the 
State  Rehabilitation  Services  in  those  states,  but 
referrals  will  be  accepted  from  any  other  agency 
or  individual,  providing  that  continuing  medical 
supervision  is  available  after  discharge;  and  that 
follow  up  of  recommendations  from  the  Center 
can  be  guaranteed  by  the  referring  agency. 

PROGRAM:  Will  consist  of  a five  day  period 
of  residential  medical  and  personal  evaluation. 
Clients  will  be  accommodated  in  the  hospital 
In-Patient  Service  and  cared  for  by  regular  hos- 
pital staff.  The  basic  team  will  consist  of  phy- 
sicians, nurses,  dietician,  and  other  personnel  as 
appropriate.  Basic  team  members  will  be  given 
orientation  and  training  in  working  with  blind 
patients.  Consultations  will  be  arranged  as  neces- 
sary with  Ophthamologists,  Physiatrists,  Psy- 
chiatrists and  other  medical  and  paramedical 
specialists.  Laboratory  work,  X-rays  and  other 
diagnostic  procedures  will  be  included.  Social 


work  service  will  be  available  and  also  rehabili- 
tation counselling.  The  patient  will  receive  train- 
ing and  education  around  any  specific  individual 
problem,  and  will  learn  personal  techniques  for 
coping  with  the  daily  control  of  diabetes.  Re- 
sults of  the  evaluations,  including  answers  to 
specific  questions  from  the  referral  source,  and 
recommendations  for  treatment  and  manage- 
ment, will  be  utilized  in  developing  rehabilita- 
tion plans.  A full  report  will  be  sent  to  the  refer- 
ral source  and  the  patient’s  physician  following 
discharge.  Any  question  regarding  additional 
procedures,  extended  stay,  or  particular  prob- 
lem areas,  will  be  handled  by  immediate  con- 
tact between  the  Center  and  the  referral  source 
while  the  patient  is  still  at  the  Center. 

FEES:  The  total  cost  for  accommodation  and 
evaluation  will  amount  to  $500.00.  It  is  antici- 
pated that  this  can  be  met  by  Rehabilitation 
Service  funding  for  any  appropriate  client  ac- 
cepted by  that  agency.  The  Program  Co-ordina- 
tor will  assist  referring  agencies  or  individuals 
to  locate  other  funding  resources  where  neces- 
sary. 

REFERRAL  PROCEDURES:  Inquiries  re- 
garding referrals  should  be  directed  to  the  Pro- 
gram Co-ordinator,  Mrs.  Margaret  Spratt,  at 
Sequoia  Hospital.  Tel:  415-365-0310.  A formal 
referral  sheet  will  be  required  before  admission. 
Physicians  wishing  to  discuss  medical  aspects  of 
referral  in  detail  should  contact  the  Medical 
Director  of  the  Center,  John  J.  Prendergast,  M.D. 
Tel:  415-369-5861. 
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Medical  History 


FROM  BLEEDERS  TO  BLOODBANKS 


AUDREY  DAVIS  STEVENS 


No  doubt  Dr.  John  S.  Griffin  of  General 
Kearny  fame  was  the  first  recorded  doctor  to 
use  a bleeder  on  a patient  while  passing  through 
Arizona  territory.  When  Dr.  Griffin  started  prac- 
ticing ( 1850 ) in  California  the  charge  for  bleed- 
ing was  five  dollars. 

Long  before  the  first  colonist  arrived  on  our 
continent,  bleeders  were  used  for  any  and  all 
types  of  ailments.  There  were  at  least  three 
different  metal  types:  one  blade,  three  blade 
and  twelve  blade  bleeders. 

These  were  used  before  the  invention  of  ether 
or  cloroform.  The  ailing  victims  were  either 
given  liquor  to  the  point  of  complete  drunken- 
ness, were  brutally  knocked  out,  or  held  down 
by  strong  neighborly  men  . . . and  then  bled. 
( No  doubt  the  origin  of  the  good  neighbor 
policy ) . 

Heated  glass  cups  were  used  to  bring  the 
blood  to  the  surface  of  the  skin,  the  bleeder  was 
then  applied.  The  amount  of  blood  lost  was 
measured  in  the  glass  cups. 

The  illustration,  is  from  the  collection  of 
antique  medical  instruments  belonging  to  the 
writer  and  her  husband,  Dr.  Weir  C.  Stevens. 
It  is  estimated  to  be  approximately  200  years 
old,  is  hand  honed,  hand  carved  and  is  com- 
plete except  for  a key  to  lock  the  case.  No 
doubt  a more  elegant  case  than  was  usually 
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used.  Most  doctors  carried  their  bleeders  loose 
in  their  saddle  bags.  There  was  no  way  of  ster- 
ilizing them,  the  germ  theory  wasn’t  known  or 
practiced.  After  being  wiped  off,  not  too  care- 
fully, the  bleeder  was  then  used  on  the  next 
victim. 

George  Washington  is  probably  the  most  fam- 
ous victim  of  a bleeder.  He  was  suffering  from 
an  infection  some  historians  term  as  pneumonia, 
and  since  bleeding  was  such  a popular  remedy, 
President  Washington  had  the  First  Lady, 
Martha,  get  the  overseer  of  his  farm  to  bleed 
him.  When  this  failed  to  help  him,  Dr.  James 
Craik  was  called.  To  make  a long  story  short, 
over  the  next  twenty-four  hours,  George  Wash- 
ington was  bled  many  times;  but  to  no  avail.  He 
died  approximately  twenty-four  hours  after  the 
treatments  began. 

Dr.  H.  D.  Thomason,  stationed  at  Fort  Whip- 
ple, Prescott,  from  1904  to  1906  and  a graduate 
of  University  of  Pennsylvania,  reported  case  his- 


tories of  using  bleeders  in  Transaction  of  Ari- 
zona Medical  Association  (1905). 

Dr.  Benjamin  Rush,  signer  of  the  Declaration 
of  Independence,  Treasurer  of  the  U.  S.  Mint, 
founder  of  the  first  free  dispensary  in  the  United 
States  (Philadelphia),  was  known  to  have  bled 
patients  of  nine  pints  of  blood.  From  his  own 
writings  and  the  writings  of  his  contemporaries 
it  has  been  suggested  that  because  of  Dr.  Rush’s 
belief  in  bleeding  more  blood  was  shed  by  bleed- 
ers than  bullets.  As  late  as  1903,  eighty  years 
after  his  death,  the  best  medical  books  in  the 
world  had  instructions  on  how  to  use  the  bleed- 
ers and  cautioned  that  they  should  not  be  used 
around  “the  eyes,  the  scrotum  or  the  mamma 
parts.” 

The  medical  books  of  the  early  1900’s  also 
mentioned  that  leeches  were  good  for  bleeding. 
The  main  criticism  of  using  leeches  was  that 
nurses  weren’t,  as  a rule,  capable  of  using  them. 
The  Boston  Medical  and  Surgical  Journal  ( 1883) 
stated  one  case  as  follows:  “.  . . the  nurse  who 
administered  rectal  suppositories  by  mouth  is 
matched  by  another,  who,  finding  her  charge 
objected  to  taking  more  than  three  of  his  leeches 
raw,  considerately  fried  the  rest  and  gave  to 
him.” 

At  approximately  the  time  of  World  War  I the 
idea  of  draining  a person  of  his  “bad”  blood  was 
given  up  as  a lost  cause.  Transfusions,  an  idea 
first  recorded  by  Jean  Baptiste  Denys  (1667), 
t’ame  into  its  own. 

Bleeding  has  now  made  the  full  cycle,  it  is 
the  healthy  donor,  not  the  sick  patient  who  is 
bled.  The  blood  is  then  processed,  ‘container- 
ized,’ and  banked  in  plants  that  rival  general 
motors.  Finally  it  is  ‘debanked,’  transported  to 
the  patient  and  infused. 
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ArMA  Reports 


THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE  BEEN  EDITED  TO 
CONSERVE  SPACE.  A COMPLETE  COPY  OF  THE  MINUTES  OF  ANY  MEET- 
ING WILL  BE  MAILED  TO  ANY  MEMBER  REQUESTING  THEM. 


OCCUPATIONAL  HEALTH  COMMITTEE 

The  meeting  of  the  Occupational  Health  Committee 
of  the  Arizona  Medical  Association,  Inc.,  held  at  810 
West  Bethany  Home  Road,  Phoenix,  Arizona  on  Nov- 
ember 28,  1973,  convened  at  7:34  p.m.,  Joseph  M. 
Hughes,  M.D.,  Chairman  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  December  2,  1972 
were  approved  as  distributed. 

CASE  REVIEW 

John  L.  Friedman,  M.D.  presented  a problem  that 
he  has  been  having  with  a workman’s  compensation  in- 
surance carrier.  After  much  discussion  it  was  deter- 
mined that  the  problem  revolved  around  the  proper  use 
of  the  fee  schedule.  Dr.  Edwards  volunteered  to  assist 
Dr.  Friedman  with  this  problem. 

INDUSTRIAL  COMMISSION  OF  ARIZONA 

Dr.  Hughes  reviewed  the  statute  indicating  the  need 
to  annually  review  the  ICA  fee  schedule  and  other 
matters  with  the  commission.  This  year’s  meeting  is  to 
be  held  December  12,  1973. 

Following  considerable  discussion  on  what  types  of 
items  we  would  discuss  with  the  commission  the  fol- 
lowing two  part  motion  was  made. 

It  was  moved  and  carried  that  due  to  the  current 
inflationary  state  of  the  economy  that  we  would  not 
seek  a fee  schedule  adjustment  at  this  time.  That  we 
would  ask  the  Commission  to  consider  adoption  of  the 
1969  California  Relative  Value  Study  instead  of  the  1964 
Study  as  the  basis  for  the  ICA  Fee  Schedule. 
Subpoenas 

Dr.  Craig  reported  that  the  ICA  has  been  experienc- 
ing growing  trouble  with  physicians  not  honoring  sub- 


poenas  to  ICA  hearings.  Following  much  discussion  it 
was  determined  that  this  committee  would  wholeheart- 
edly support  the  ICA  in  their  use  of  all  available  legal 
means  to  carry  out  the  law  as  it  relates  to  appearing 
at  hearings  when  subpoenaed. 

CORRESPONDENCE 

Alberto  Marquez,  M.D.  — letter 

Dr.  Marquez’s  letter  regarding  the  OSHA  program 
was  received. 

OTHER  BUSINESS 

St.  Luke’s  Hospital  Medical  Center 

Dr.  Ryan  reviewed  a meeting  he  attended  on  Nov- 
ember 16  at  St.  Luke’s  concerning  St.  Luke’s  possible 
involvement  in  occupational  medicine  programs  — re- 
ceived for  information. 

Meeting  adjourned  9:08  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 

by 

Bruce  E.  Robinson 

Executive  Director 

SCIENTIFIC  ASSEMBLY  COMMITTEE 

The  meeting  of  the  Scientific  Assembly  Committee  of 
the  Arizona  Medical  Association,  Inc.,  held  December 
15,  1973,  at  810  West  Bethany  Home  Road,  Phoenix, 
Arizona,  convened  at  1:21  p.m.,  Vincent  A.  Fulginiti, 
M.D.,  Chairman  presiding. 

MINUTES 

Minutes  of  the  meeting  held  September  23,  1973, 
were  approved  as  distributed. 

SCIENTIFIC  EXHIBITS 

It  was  pointed  out  that  there  were  only  twelve  exhibit 
spaces  available  and  that  we  have  received  requests  for 
18  spaces.  Following  extensive  discussion  it  was  deter- 
mined to  assign  the  following  exhibits  to  the  spaces  avail- 
able. 

1.  Pediatric  Self-Instructional  Programs  — George  D. 
Comerci,  M.D. 

2.  Arthrography  with  Surgical  Correlation  — George 
Naifeh,  M.D. 

3.  The  New  Cytogenetics  — Role  in  Genetic  Counsel- 
ing — John  Davis,  M.D. 

4.  Contributions  of  Nuclear  Medicine  in  Clinical  Diag- 
nosis — Marcy  L.  Sussman,  M.D. 

5.  Acoustic  Impedance:  An  aid  to  diagnosis  of  ear 
pathology  — D.  W.  Frerichs,  M.D. 

6.  Carotid  Phonoangiography  and  Oculoplethysmog- 
raphy as  Used  in  the  Management  of  Stroke  Prone  Pa- 
tients — Mark  M.  Kartchner,  M.D. 

7.  Colon  and  Rectal  Cancer  — Thomas  H.  Ross,  M.D. 

8.  Control  of  Canver  of  the  Uterine  Cervix  — Amer- 
ican Cancer  Society,  Arizona  Division,  Inc.  (Two  spaces 
needed) 

9.  The  Arizona  Regional  Perinatal  Laboratory  — M. 
C.  Hart,  M.D. 

10.  Pulmonary  Rehabilitation  or  Pulmonary  Home 
Treatment  Program  — Pulmonary  Associates. 

11.  Dyslexia  Exihibit  — Arizona  Ophthalmological  So- 
ciety. 

LOCAL  SCIENTIFIC  PAPERS 

It  was  reported  that  46  applications  to  present  papers 


had  been  received  to  fill  the  27  time  slots  available. 
Following  a procedure  where  each  paper  was  rated  and 
voted  upon,  the  following  papers  were  accepted  as  part 
of  the  program.  Consideration  was  given  to  possible 
duplication  of  subject  matter  with  the  material  to  be 
presented  by  the  University  of  New  Mexico. 

1.  Comprehensive  Outpatient  Respiratory  Care  in 
Suburban  Private  Practice  — Fred  A.  Obley,  M.D. 

2.  Reconstruction  of  Endopelvic  Fascia  for  Recurrent 
Inguinal  Hernia  — Erie  E.  Peacock,  Jr.,  M.D. 

3.  “The  Western  Version  of  Acupuncture”  Dorsal 
Column  Stimulation  for  Pain  Relief  — Philip  L.  Gilden- 
berg,  M.D. 

4.  Management  of  Lymphedemia  of  the  Upper  and 
Lower  Extremities  — Paul  L.  Schnur,  M.D. 

5.  What  is  Sex!  Gender  Dysphoria  — Robert  Oliver, 
M.D. 

6.  “Air  Evac”  An  Arizona  Original  — Harry  L.  Reger, 
M.D. 

7.  Reduction  Mammoplasty  — A Load  Off  Their 
Chests  — Theodore  G.  Dodenhoff,  M.D. 

8.  Large  Local  Flaps  in  Repair  of  Nasal  Defects  — 
B.  R.  Burkhardt,  M.D. 

9.  Echocardiographic  Measurements  in  Normal  Well 
Children  — Michael  L.  Epstein,  M.D. 

10.  Gold  Toxicity  — Harry  E.  Thompson,  M.D. 

1 1 . Microsurgical  Approach  to  Intracranial  Aneurysms 

— L.  Philip  Carter,  M.D. 

12.  Experience  in  Renal  Transplantation  — George  M. 
Nickas,  M.D. 

13.  The  Nurse  Practitioner  as  Hospital  Admissions 
Officer  — A Test  Model  — Louis  J.  Kettel,  M.D. 

14.  Surgical  Infections  of  the  Hand  — Wyndell  Mer- 
ritt, M.D. 

15.  Tangential  Excision  and  Grafting  of  Bums  — 
Phillip  A.  Stone,  M.D. 

16.  Management  of  Coarctation  of  the  Aorta  in  In- 
fants & Children  — Dudley  C.  E.  Halpe,  M.D. 

17.  Renal  Transplantation  in  Southern  Arizona  — C. 
F.  Zukoski,  M.D. 

18.  The  Treatment  of  Diseases  of  the  Macula  by 
Photocoagulation  — Thomas  F.  Minas,  M.D. 

19.  Ligation  of  the  Patent  Ductus  Arteriosus  in  Pre- 
mature Infants.  Report  of  45  Cases  — John  H.  Gay,  M.D. 

20.  Shigella  Vulvovaginitis  in  Children  — Thomas  C. 
Davis,  M.D. 

21.  Continuing  Evaluation  of  Coronary  Care  — Chris- 
tine Mulligan,  R.N.,  B.S.N. 

22.  Hand  Injuries:  Practical  Aspects  in  Primary  & 
Secondary  Management  — Lawrence  M.  Haas,  M.D. 

23.  Pneumatoceles  Following  Hydrocarbon  Ingestion 

— Stephen  Hales,  M.D. 

24.  Concepts  of  Surgical  Management  of  Complica- 
tions of  Myocardial  Infarction  — Ravindranath  Koopot, 
M.D. 

25.  The  Role  of  Endarterectomy  in  Current  Myocar- 
dial Revascularization  — Bicher  Barmada,  M.D. 

26.  Indian  Health  Service  Training  of  Community 
Health  Medics  (Physician’s  Assistants)  — Leland  L.  Fair- 
banks, M.D. 

27.  Influences  of  the  Male  on  Maternal  Health/Fam- 
ily Planning  Programs  — N.  Burton  Attico,  M.D. 
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PHOENIX  FOUNDATION  FOR 
RHEUMATIC  DISEASE  RESEARCH 

Dr.  Sanford  Roth’s  offer  to  have  the  subject  organiza- 
tion sponsor  a speaker  either  as  part  of  the  regular  pro- 
gram or  for  a luncheon  was  reviewed. 

It  was  determined  that  due  to  the  very  full  program 
that  this  item  would  have  to  be  handled  as  a luncheon 
as  there  are  no  time  slots  available  on  the  program. 

PHYSICIANS"  UNION 

The  recommendation  of  the  Medical  Economics  Com- 
mittee to  have  a panel  on  physicians’  union  was  dis- 
cussed. 

It  was  moved  and  carried  to  have  a one-hour  panel  on 
this  subject  at  4 p.m.  on  Friday,  April  26,  1974,  with  an 
attempt  to  have  participants  from  the  following  areas: 

1.  Representative  from  a National  Union. 

2.  Representative  from  a Local  Union. 

3.  The  Association’s  Legal  Counsel  to  discuss  “ What 
Can  an  Arizona  Physicians’  Union  Do  That  A 
County  or  State  Medical  Society  Can’t  Do?” 

4.  Representative  who  will  speak  to  the  AMA’s  posi- 
tion regarding  Physicians’  Unions. 

5.  Representative  of  the  U.  S.  Government  who  has 
had  experience  dealing  with  Physicians’  Unions. 

RESIDENTS'  PAPERS 

It  was  determined  that  the  five  papers  chosen  from 
interns  and  residents  who  submitted  applications  would, 
because  of  time  problems,  be  limited  to  20  minutes  each. 

CORRESPONDENCE 

M.  H.  Bertling,  M.D.  letter  of  11/21/73 

Dr.  Bertling’s  offer  to  present  a paper  on  “The  Nurse 
Practitioner  in  Family  Planning”  was  received,  but  due 
to  lack  of  space  could  not  be  included  on  the  program. 

Meeting  adjourned  3:16  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 


ARTICLES  OF  INCORPORATION 
AND  BYLAWS  COMMITTEE 

Meeting  of  the  Articles  of  Incorporation  and  Bylaws 
Committee  of  the  Arizona  Medical  Association,  Inc., 
held  at  810  W.  Bethany  Plome  Road,  Phoenix,  Arizona, 
on  Saturday,  December  15,  1973,  convened  at  2:12  p.m., 
Charles  E.  Henderson,  M.D.,  Chairman,  presiding. 

MINUTES 

Minutes  of  the  meeting  held  January  6,  1973  were 
approved  as  distributed. 

STUDENT  REPRESENTATION  IN  ArMA 
RESOLUTION  6-73  ADOPTED  4/28/73 

It  was  moved  and  carried  to  recommend  the  follow- 
ing resolution  to  the  Board  of  Directors  for  approval  and 
submission  to  the  House  of  Delegates  at  its  next  meet- 
ing as  required  by  Adopted  Resolution  6-73: 
RESOLVED,  That  Chapter  II  — Membership  — Section 
3.  — Classes  of  Membership  — (G)  — Student  Members 
— be  amended  to  read: 

[A  student]  Members  OF  DULY  CONSTITUTED 
CHAPTERS  OF  THE  STUDENT  AMERICAN  MED- 
ICAL ASSOCIATION  IN  ARIZONA  may  be  elected 
AS  STUDENT  MEMBERS  by  the  Board  of  Directors 
upon  WRITTEN  recommendation  of  [a  county  med- 


ical society.]  THEIR  RESPECTIVE  CHAPTER.  The 
student  members  shall  be  enrolled  in  an  accredited 
school  pursuing  a course  of  study  leading  to  a Doctor 
of  Medicine  degree. 

Rights.  Student  members  shall  have  all  the  rights 
and  privileges  of  associate  members  [.]  AND,  IN 
ADDITION,  SHALL  HAVE  THE  RIGHT  TO 
SERVE  AS  DELEGATES  AS  SET  FORTH  IN 
CHAPTER  VIII. 

RESOLVED,  That  Chapter  VIII  — House  of  Delegates 

— Section  1.  — Composition  of  House;  Meetings;  — 
be  amended  to  read: 

The  House  shall  constitute  the  voting  body  of  the 
Association  and  shall  be  composed  of  the  elected 
Delegates  of  the  county  societies,  ELECTED  DELE- 
GATES OF  EACH  DULY  CONSTITUTED  CHAP- 
TER OF  THE  STUDENT  AMERICAN  MEDICAL 
ASSOCIATION  IN  ARIZONA,  and  the  members  of 
the  Board.  Delegates  who  are  thereafter  elected  as 
officers  do  not  by  such  election  lose  their  status  as 
voting  Delegates  in  the  House.  The  past  presidents 
of  the  Association  shall  be  ex-officio  members  of  the 
House  of  Delegates  without  the  right  to  vote. 

The  House  shall  meet  at  least  once  a year  at  the 
time  of  the  Annual  Meeting.  In  addition,  special  meet- 
ings of  the  Plouse  may  be  held  at  any  time,  upon  at 
least  six  weeks  notice  thereof  to  the  Delegates,  at 
the  call  of  the  Board,  or  upon  the  call  of  twenty 
Delegates  representing  at  least  eight  county  societies. 

RESOLVED,  That  Chapter  VIII  — House  of  Delegates 

— Section  2.  — Number  of  Delegates  — be  amended 
to  read: 

Each  county  society  shall  be  entitled  to  representa- 
tion in  the  House  by  two  Delegates,  or  their  alternates, 
for  the  first  twenty  active  members  or  fraction  there- 
of, and  one  additional  Delegate  for  each  additional 
twenty  active  members  or  major  fraction  thereof,  as 
determined  on  the  October  first  preceding  the  Annual 
Meeting. 

EACH  DULY  CONSTITUTED  CPIAPTER  OF 

THE  STUDENT  AMERICAN  MEDICAL  ASSOCIA- 
TION IN  ARIZONA  SHALL  BE  ENTITLED  TO 
REPRESENTATION  IN  THE  HOUSE  BY  TWO 
DELEGATES  OR  THEIR  ALTERNATES. 

RESOLVED,  That  Chapter  VIII  — House  of  Delegates 

— Section  3.  — Election  of  Delegates  by  County 
Societies;  List  Thereof  — be  amended  to  read: 

Section  3.  Election  of  Delegates  [by  County  Socie- 
ties]; List  Thereof:  — Sufficiently  in  advance  of  the 
Annual  Meeting,  each  county  society  AND  DULY 
CONSTITUTED  CHAPTER  OF  THE  STUDENT 
AMERICAN  MEDICAL  ASSOCIATION  IN  ARI- 
ZONA shall  elect  Delegates  and  an  equal  number  of 
alternates  to  represent  it  in  the  House.  In  the  absence 
of  any  Delegate,  his  alternate  may  vote  in  his  name 
on  any  question  before  the  House.  No  alternate  shall 
be  eligible  for  election  to  office,  but  he  may  be  ap- 
pointed to  membership  on  House  Committees  in  the 
absence  of  the  Delegate.  The  secretary  of  each 
[county]  COMPONENT  society  AND  EACH  CHAP- 
TER OF  THE  STUDENT  AMERICAN  MEDICAL 
ASSOCIATION  shall  send  the  list  of  such  elected 
Delegates  and  alternates  to  the  Secretary  of  the  Asso- 
ciation not  later  than  two  months  before  the  Annual 
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Meeting.  Representation  in  the  House  shall  be  con- 
tingent upon  compliance  with  this  provision.  A mem- 
ber to  be  seated  must  present  evidence  at  the  time  of 
his  appearance  at  the  House,  of  his  official  election 
by  his  county  society  [.]  OR  CHAPTER  OF  THE 
STUDENT  AMERICAN  MEDICAL  ASSOCIATION. 
RESOLVED,  That  Chapter  VIII  — House  of  Delegates 

— Section  4.  — Payment  of  Dues  and  Assessments; 
County  Reports  — be  amended  to  read: 

The  record  of  payment  of  dues  and  assessments  in 
the  offices  of  the  Association  shall  be  final  in  deter- 
mining the  rights  of  a COUNTY  Delegate  to  partici- 
pate in  the  proceedings  of  the  Association  and  busi- 
ness of  the  House.  Any  county  society  which  fails  to 
make  its  required  reports  of  the  record  of  payment 
of  dues  and  assessments  before  the  Annual  Meeting 
shall  be  without  representation  at  such  meeting. 

Note:  All  bracketed,  bold  face  words  represent  dele- 
tions; all  fully  capitalized  words  are  new  material. 

MATERNAL  AND  CHILD  HEALTH 
CARE  COMMITTEE 
RESOLUTION  8-73  ADOPTED  4/28/73 

It  was  moved  and  carried  to  recommend  the  follow- 
ing resolution  to  the  Board  of  Directors  for  approval  and 
submission  to  the  blouse  of  Delegates  at  its  next  meet- 
ing as  required  by  Adopted  Resolution  8-73: 
RESOLVED,  That  Chapter  VII  — Standing  and  Special 
Committees  — Section  4.  — Composition  and  Duties 
of  Standing  Committees  — (h)  Maternal  and  Child 
Health  Care  — be  added  to  read: 

(h)  MATERNAL  AND  CHILD  HEALTH  CARE: 

- THIS  COMMITTEE  SHALL  CONSIST  OF  A 
CHAIRMAN  AND  AT  LEAST  EIGHT  MEMBERS 
TO  INCLUDE  SPECIALTY  REPRESENTATION 
FROM  FAMILY  PRACTICE,  OBSTETRICS  AND 
GYNECOLOGY,  PEDIATRICS,  AND  A PHYSICIAN 
REPRESENTATIVE  FROM  THE  ARIZONA  DE- 
PARTMENT OF  HEALTH  SERVICES.  THE  COM- 
MITTEE SHALL  REPRESENT  THE  ASSOCIA- 
TION ON  ALL  QUESTIONS  RELATING  TO  MA- 
TERNAL AND  CHILD  HEALTH  CARE. 

Note:  All  bracketed,  bold  face  words  represent  dele- 
tions; all  fully  capitalized  words  are  new  material. 

PROFESSIONAL  COMMITTEE 

It  was  moved  and  carried  to  recommend  the  follow- 
ing resolution  to  the  Board  of  Directors  for  approval  and 
submission  to  the  House  of  Delegates  at  its  next  meet- 
ing as  a result  of  Adopted  Resolution  8-73  (Maternal  and 
Child  Health  Care  Committee),  creating  a duplication 
of  duties. 

RESOLVED,  That  Chapter  VII  — Standing  and  Special 
Committees  — Section  4.  — Composition  and  Duties 
of  Standing  Committees  — (k)  — Professional  — be 
amended  to  read: 

(k)  Professional:  — This  committee  shall  consist  of 
a Chairman  and  at  least  ten  members.  A Chairman 
shall  be  appointed  annually  from  among  the  members 
who  have  served  for  at  least  three  years  on  the  com- 
mittee. 

The  committee  will  be  responsible  for  all  profes- 
sional aspects  of  medicine,  other  than  the  economic 
and  legislative  areas  [,]  AND  THOSE  AREAS  COV- 


ERED BY  OTHER  STANDING  COMMITTEE,  and 
comprise  sections  on  Aging  and  General  Medicine 
[(cancer,  diabetes,  arthritis,  alcoholism,  deafness,  vis- 
ually handicapped,  blood  and  nursing  homes)];  Allied 
medical  groups  [(Allied  and  paramedical  professions 
and  groups)];  Athletic  medicine;  Disaster  medicine; 
Drug  abuse;  Emergency  Care;  Medicine  and  Religion; 
Mental  health;  [Perinatal  and  Maternal  mortality;] 
Poison  control;  Public  health  [(Maternal  and  child 
health,  water  and  air  pollution;  nursing  homes  and 
venereal  disease)];  Rehabilitation  Medicine;  Safety  and 
such  other  sections  as  may  be  indicated  from  time  to 
time.  It  shall  interest  itself  in  medico-legal  problems. 
Further,  an  advisor  to  the  Woman’s  Auxiliary  of  ArMA 
shall  be  designated  (to  be  chosen  from  the  same 
geographic  area  of  the  state  as  the  current  President 
of  the  Woman’s  Auxiliary). 

Each  committee  members,  except  the  Chairman, 
shall  serve  as  Chairman  of  a section  for  a particular 
activity.  The  Chairman  may  also  serve  as  the  Chair- 
man of  a section.  The  section  Chairman  shall  be  ap- 
pointed by  the  President  of  the  Association,  with 
advice  of  the  Chairman  of  the  Professional  Committee. 

Note:  All  bracketed,  bold  face  words  represent  dele- 
tions; all  fully  capitalized  words  are  new  material. 

SCIENTIFIC  ASSEMBLY  COMMITTEE 

It  was  moved  and  carried  to  recommend  the  follow- 
ing resolution  to  the  Board  of  Directors  for  approval  and 
submission  to  the  House  of  Delegates  at  its  next  meet- 
ing as  the  Association  Secretary  is  the  voting  ex-officio 
member  of  the  Scientific  Assembly  Committee  in  accord- 
ance with  Chapter  VII  — Section  1.  — and  the  Vice 
Chairman  is  elected  by  the  Committee  rather  than  ap- 
pointed: 

RESOLVED,  That  Chapter  VII  — Standing  and  Spe- 
cial Committees  — Section  4.  — Composition  and 
Duties  of  Standing  Committees  — (n)  — Scientific 
Assembly  — be  amended  to  read: 

(n)  Scientific  Assembly:  — This  committee  shall 
consist  of  at  least  nine  members  appointed  by  the 
President  with  the  approval  of  the  Board  of  Directors, 
including  the  Vice  President  as  a member.  Two  mem- 
bers shall  be  from  Pima  County,  four  members  from 
Maricopa  County  and  the  remainder  from  the  re- 
maining component  societies.  Committee  membership 
should  include  representation  of  the  major  branches  of 
medicine  to  insure  preparation  of  a program  of  inter- 
est to  all  members  of  the  Association.  Staggered  terms 
shall  be  for  three  years.  The  Chariman  shall  serve  one 
year  after  appointment,  following  two  years  of  mem- 
bership on  the  committee,  preferably  one  of  which 
shall  have  been  as  Assistant  Chairman.  The  Committee 
shall  [appoint]  ELECT  an  Assistant  Chairman  [and 
a Secretary]  ANNUALLY  from  among  its  members. 
The  duties  of  the  committee  are  to  arrange  for  the 
annual  meeting,  including  (a)  selection  of  scientific 
subjects  and  speakers,  (b)  business  and  (c)  social  activi- 
ties. 

The  committee  shall  formulate  a working  format 
and  assignments  of  specific  duties  and  functions  to 
its  members.  The  committee  shall  meet  within  six 
weeks  after  each  annual  meeting,  six  months  there- 
after, and  as  many  other  times  as  deemed  necessary 


ARIZONA  MEDICINE  ] 23 


by  the  Chairman,  and  shall  have  the  power  to  plan 
three  years  in  advance  and  to  obligate  space  at  loca- 
tions specified  or  approved  by  the  Board  of  Directors. 

The  committee  shall,  with  the  approval  of  the 
Board,  set  forth  the  rules  of  the  meeting  with  regard 
to  discussion  and  publication  of  the  papers  given,  and 
to  registration  and  permission  to  attend  the  scientific 
meetings. 

No  specialty  group  composed  of  members  of  this 
Association  may  hold  a meeting  of  the  specialty  group 
during  the  term  of  the  General  Meeting  without  the 
approval  of  this  committee.  In  no  case  shall  such 
specialty  meetings  conflict  in  time  with  any  of  the 
meetings  of  the  Association  during  the  Annual  Meet- 
ing. 

The  Scientific  Assembly  Committee  shall  issue  the 
programs,  including  publication  thereof  in  the  Jour- 
nal, and  shall  have  general  charge  of  arrangements 
with  the  assistance  of  a Committee  on  Arrangements, 
if  one  be  deemed  necessary. 

Note:  All  bracketed,  bold  face  words  represent  dele- 
tions; all  fully  capitalized  words  are  new  material. 

DUES 

AMA  — ArMA  CONFLICT 

As  a result  of  elimination  in  AMA  Bylaws  in  June, 
1973  that  a physician  wishing  to  reinstate  his  member- 
ship must  pay  one  year’s  past  dues,  it  has  created  a con- 
flict between  ArMA  and  AMA  for  reinstatement  pro- 
cedures. ArMA  Bylaws  currently  state  that  a physician 
must  pay  the  last  year  of  delinquency  to  be  reinstated. 

It  was  moved  and  carried  to  recommend  the  follow- 
ing resolution  amending  ArMA  Bylaws  to  the  Board  of 
Directors  for  approval  and  submission  to  the  House  of 
Delegates  at  its  next  meeting  to  conform  with  AMA 
Bylaws: 

RESOLVED,  That  Chapter  IX  — Dues  and  Assessments 
— Section  1.  Fixing  of  Annual  Dues;  Payments;  Rein- 
statements; Collections;  Enforcement  — (b)  — to  be 
amended  to  read: 

The  annual  dues  and  the  dues  and  assessments  of 
the  American  Medical  Association  shall  be  payable 
January  first  of  the  year  for  which  levied  and  shall 
be  delinquent  after  February  fifteenth  of  that  year. 
[Members  suspended  for  failure  to  pay  the  annual 
dues  and  assessments  cannot  be  reinstated  until  such 
indebtednes  shas  been  discharged.  Such  indebtedness 
shall  apply  only  to  the  last  year  of  delinquency,  but 
then  only  as  a new  member  on  election  and  acceptance 
by  the  County  Medical  Society.]  The  secretary  of  each 
county  society  shall  collect  and  forward  to  the  Asso- 
ciation Secretary,  the  dues  for  its  members,  together 
with  the  dues  and  assessments  levied  by  the  American 
Medical  Association. 

Note:  All  bracketed,  bold  face  words  represent  dele- 
tions; all  fully  capitalized  words  are  new  material. 

INTRODUCTION  OF  BYLAWS 
AMENDMENTS 

It  was  moved  and  carried  to  recommend  the  follow- 
ing resolution  to  the  Board  of  Directors  for  approval 
and  submission  to  the  House  of  Delegates  at  its  next 
meeting: 

RESOLVED,  That  Chapter  VIII  — House  of  Delegates 


— Section  10.  — Items  of  Business  for  Annual  Meeting 

— First  Session  — (g)  — be  amended  to  read: 

(g)  [First  reading]  INTRODUCTION  of  proposed 
amendments 

RESOLVED,  That  Chapter  X — Amendments  — Sec- 
tion 3.  — Reading  of  Proposed  Amendments  — be 
amended  to  read: 

Section  3.  [Reading]  INTRODUCTION  of  Proposed 
Amendments:  — All  proposed  amendments  shall  be 
[read]  INTRODUCED  at  the  first  session  of  the  An- 
nual Meeting;  referred  to  the  Committee  on  Amend- 
ments, and  voted  upon  at  the  second  session  of  that 
meeting.  A special  meeting  of  the  House  may  be  called 
to  consider  amendments  only,  in  which  instance  pro- 
posed amendments  may  be  [read]  INTRODUCED 
and  voted  upon  at  a single  session. 

Note:  All  bracketed,  bold  face  words  represent  dele- 
tions; all  fully  capitalized  words  are  new  material. 

HEALTH  MANPOWER  COMMITTEE 

As  a result  of  a request  by  the  Board  of  Directors  to 
establish  the  Ad  Hoc  Committee  on  Locum  Tenens 
and  Health  Manpower  as  a full  standing  committee, 
the  Committee  determined  to  confer  with  the  Chair- 
man of  the  Ad  Hoc  Committee  for  proper  composition 
and  duties  of  the  committee  to  be  incorporated  into  the 
Bylaws  and,  further,  that  the  name  of  the  committee 
should  be  Health  Manpower  Committee. 

It  was  moved  and  carried  that  after  conference  with 
the  Chairman,  Ad  Hoc  Committee  on  Locum  Tenens 
and  Health  Manpower,  a resolution  be  recommended 
to  the  Board  of  Directors  for  approval  and  submission 
to  the  House  of  Delegates  to  establish  the  Ad  Hoc 
Committee  on  Locum  Tenens  and  Health  Manpower 
as  a full  Standing  Committee. 

RESIGNATION  OF  DISTRICT  DIRECTOR 

Concern  was  brought  to  the  attention  of  the  Com- 
mittee that  the  Bylaws  were  not  clear  as  to  when  a 
District  Director  is  to  resign  or  be  replaced  on  the 
Board  of  Directors.  The  Board  of  Directors  requests 
the  Committee  to  review  the  situation  and,  if  necessary, 
prepare  recommendations  for  necessary  change.  The 
Association’s  law  firm  reviewed  the  Bylaws  for  possible 
deficiency. 

It  was  moved  and  carried  that  the  Bylaws  are  ade- 
quate in  that  the  Board  of  Directors  has  the  authority 
to  elect  replacements  for  any  vacancies  in  office  and  that 
it  is  clear  that  the  intent  and  spirit  of  the  Bylaws  require 
a Director  to  represent  a district  in  which  he  is  cur- 
rently residing. 

BLUE  SHIELD  PRESIDENT 
MEMBER  OF  ArMA  BOARD 

Letter  from  Donald  F.  Griess,  M.D.,  President,  Ari- 
zona Blue  Shield  Medical  Services,  was  reviewed  pro- 
posing that  the  President  of  Blue  Shield  become  a voting 
member  of  the  ArMA  Board  of  Directors  and  that  a 
reciprocal  arrangement  be  effected  whereby  the  Presi- 
dent of  ArMA  become  a voting  member  of  Arizona 
Blue  Shield.  It  was  determined  to  refer  this  matter 
to  the  Executive  Committee  for  their  consideration. 
Meeting  adjourned  3:55  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 


124  FEBRUARY  1974  • XXXI  • 2 


Wherever  it  hurts,  Empirin 
Compound  with  Codeine  usually 
provides  the  symptomatic 
relief  needed. 


In  flu  and  associated  respiratory 
infection,  Empirin  Compound 
with  Codeine  provides  an 
antitussive  bonus  in  addition  to 
relief  of  pain  and  bodily 
discomfort. 


prescribing  convenience: 

up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 

64.8  mg.  (gr.  1)  *Warning-may 
be  habit-forming.  Each  tablet 
also  contains:  aspirin  gr.  3V2, 
phenacetin  gr.  2V2,  caffeine 
gr.  V2. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


WHEN  FLU  HITS  AND 


EMPIRIN 

COMPOUND 

c CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  Vz 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


Future 

Medical  Meetings 


ARIZONA  SOCIETY  OF  OTOLARYNGOLOGY 
TEACHING  PROGRAM  1973-74 

Phoenix— Public  Health  Indian  Hospital 
4212  N.  16th  St., 

Main  Conference  Room,  8 P.M. 

Tucson— College  of  Medicine,  Room  2105 
7:30  P.M. 

SPONSOR:  Arizona  Society  of  Otolaryngology 

CONTACT: 

Richard  D.  Zonis,  M.D. 

7301  4th  St. 

Scottsdale,  AZ  85251 

George  Ely,  M.D. 

601  N.  Wilmot 
Tucson,  AZ  8571 1 

PROGRAM: 

Clinical  Aspects  of  Vestibular  Physiology, 

Feb.  12,  1974.  (Tucson)  Feb.  19 

The  Dizzy  Patient,  March  12,  1974.  (Tucson)  March  19 

Sinus  Disease,  April  9,  1974.  (Tucson)  April  16 

Cholesteatoma  with  Facial  Paralysis,  April  9,  1974. 

(Tucson)  April  16 

Facial  Nerve  Surgery,  May  14,  1974.  (Tucson)  May  21 

Approved  for  8 elective  hours  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


ANALYSIS  OF  LAFACADIO'S  ADVENTURES 

February  1 3,  1 974 
Arizona  Medical  Assoc. 

81  0 W.  Bethany  Home  Rd.,  Phoeni,  AZ 

SPONSOR:  Phoenix  Psychiatric  Council 

CONTACT: 

James  E.  Campbell,  M.D. 

5051  N.  34th  St. 

Phoenix,  AZ  85018 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


TRAUMA  SYMPOSIUM 

Thursdays,  February  14,  1974 
Tucson  Medical  Center 
Marshall  Auditorium,  Tucson,  AZ 

SPONSOR:  Tucson  Hospitals  Medical 
Education  Program 

CONTACT: 

Peter  J.  Whitney,  M.D. 

Tucson  Hospitals  Medical 
Education  Program 
P.  O.  Box  5057 
Tucson,  AZ  85733 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


ENDOCRINOLOGY  SYMPOSIUM 

Wednesdays,  Feb.  13  - March  6,  1974 
Tucson  Medical  Center 
Marshall  Auditorium 
Tucson,  AZ 

SPONSOR:  Tucson  Hospitals  Medical  Education  Program 

CONTACT: 

Dorothy  Heilman,  M.D. 

P.  O.  Box  6067 
Tucson,  AZ  85733 

Approved  for  4 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


INFECTIOUS  DISEASES  IN 
INFANTS  AND  CHILDREN 

February  1 4,  1 974 
USPHS  Hospital,  Tuba  City,  AZ 

SPONSOR:  Arizona  Regional  Medical 
Program  — CESA 

CONTACT: 

Otto  F.  Sieber,  M.D. 

College  of  Medicine 
University  of  Arizona 
Tucson,  AZ  85724 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


126  FEBRUARY  1 974  • XXXI  • 2 


DAY  OF  CLINICAL  PHARMACOLOGY 

March  8,  1974 

Camelback  Inn,  Scottsdale,  AZ 

SPONSOR:  St.  Joseph's  Hospital  and 
Medical  Center,  Phoenix 

CONTACT: 

Jay  M.  Smith,  M.D. 

St.  Joseph's  Hospital  and 
Medical  Center 
350  W.  Thomas  Road 
Phoenix,  AZ  8501  3 


CURRENT  TRENDS  & DEVELOPMENTS  IN 
RADIATION  ONCOLOGY  WITH  EMPHASIS  ON 
THE  PHYSICAL  & CLINICAL  ASPECTS  OF  THE 
USE  OF  ELECTRONS 

March  8-9,  1974 

Arizona  Medical  Center,  Tucson,  AZ 

SPONSOR:  Arizona  Medical  Center 

CONTACT: 

Max  L.  M.  Boone,  M.D.,  Ph.D. 

Arizona  Medical  Center 
1501  N.  Campbell 
Tucson,  AZ  85724 

Approved  for  13  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


DIAGNOSIS  AND  MANAGEMENT  OF 
DEPRESSION 

March  8,  1974 

Arizona  State  Hospital,  Phoenix,  AZ 

SPONSOR:  Arizona  State  Hospital 

CONTACT: 

Eli  Schlossberg,  R.Ph. 

Arizona  State  Hospital 
2500  E.  Van  Buren 
Phoenix,  AZ  85008 

Approved  for  3 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


ORTHOPEDIC  SEMINAR 
FOR  PRIMARY  PHYSICIANS 

March  9,  1 974 
8 a.m.-5  p.m. 

SPONSOR:  Department  of  Orthopedic  Service 

CONTACT: 

H.  . Lenhardt,  M.D.,  Director 
Medical  Education 
Maricopa  County  General  Hospital 
2601  E.  Roosevelt 
Phoenix,  AZ  85008 

Approved  for  8 hours  toward  the  ArMA  Certificate  in  Con- 
tinuing Medical  Education. 


GASTROENTEROLOGY  FOR  CLINICIANS— 1974 

March  11-13,  1974 

Del  Webb's  TowneHouse,  Phoenix,  AZ 

SPONSOR:  I nstitute  of  Gastroenterology 
Good  Samaritan  Hospital 

CONTACT: 

David  C.  H.  Sun,  M.D. 

Institute  of  Gastroenterology 
Good  Samaritan  Hospital 
1033  E.  McDowell  Rd. 

Phoenix,  AZ  85006 


THE  PORPHYRIAS  - THE  SIMULATORS 

March  13,  1974 
Tucson  Medical  Center 
Marshall  Auditorium,  Tucson,  AZ 

SPONSOR:  Tucson  Hospitals  Medical  Education 
Program 

CONTACT: 

E.  G.  Ramsay,  M.D. 

P.O.  Box  6067 
Tucson,  AZ  85733 

Approved  for  1 required  hour  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PHYSICIAN  EDUCATION  PROGRAM  IN 
FAMILY  PLANNING  AT  UCLA 

March  11-15,  1 974 

SPONSOR:  American  College  of  Obstetrics  & 

Gynecology. 

CONTACT: 

Irvin  M.  Cushner,  M.D.,  OB-GYN 
Dept.,  UCAL,  Center  for  the 
Health  Sciences,  Room  24-139, 

Los  Angeles,  CA  90024 
Telephone:  (213)  825-1046 

PROGRAM: 

A one  week,  no  tuition  seminar,  covering  the  areas  of 
Clinical  Contraception,  Family  Planning  Administration,  and 
Human  Sexuality. 

After  attending  the  seminar  physicians  have  the  option 
of  returning  for  2-4  days  of  clinical  skill  development  (no 
tuition)  and/or  learning  surgical  procedures  (tuition). 

Approved  for  credit  by  the  American  Academy  of  General 
Practice. 
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CLINICAL  RECOGNITION  AND 
MANAGEMENT  OF  HEART  DISEASE,  1974 

March  21, 22,  23,  1974 
Arizona  Medical  Center 
Tucson,  AZ 

SPONSOR:  Section  of  Cardiology,  Dept. 

Of  Internal  Medicine,  U of  A. 

CONTACT: 

Gordon  A.  Ewy,  M.D. 

Section  of  Cardiology 
University  of  Arizona 
Arizona  Medical  Center 
Tucson,  AZ  85724 


THE  FEDERAL  GOVERNMENT,  PSRO's,  AND  YOU 

February  15-17,  1974 
Braniff  Place  Hotel,  Tucson,  AZ 

SPONSOR:  College  of  Pharmacy,  U of  A 

CONTACT: 

Henry  W.  Winship,  Ph.D. 

W.  D.  Hardigan,  Ph.D. 

College  of  Pharmacy 
University  of  Arizona 
Tucson,  AZ  85724 

Approved  for  7 Vi  elective  hours  otward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


POST  GRADUATE  DAY 
IN  INFECTIOUS  DISEASES 

February  1 6,  1 974 
Arizona  Medical  Center 
Main  Auditorium 
Tucson,  AZ 

SPONSOR:  University  of  Arizona 

Dept,  of  Microbiology  & Medicine 
and  Dept,  of  Pediatrics 

CONTACT: 

David  Rif  kind,  M.D. 

Vincent  Fulginiti,  M.D. 

Arizona  Medical  Center 
Tucson,  AZ  85724 

Approved  for  7 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


EMERGENCY  CARE  & TREATMENT  OF 
HEAD  & SPINAL  INJURIES  & BURNS 

February  1 9,  1 974 
Holbrook  Hospital,  Holbrook,  AZ 

SPONSOR:  Arizona  Regional  Medical  Program, 

CESA 

CONTACT: 

John  R.  Green,  M.D. 

302  W.  Thomas  Rd. 

Phoenix,  AZ  8501  3 
James  Carlisle,  M.D. 

Maricopa  County  General  Hospital 
2601  E.  Roosevelt 
Phoenix,  AZ  85008 

Approved  for  3 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


ARTERIAL  DISEASE  SYMPOSIUM:  DIAGNOSIS, 
SURGICAL  INDICATIONS  & TECHNIQUES, 

& RESULTS 

Thursdays,  Feb.  21  - April  11,1 974 
Tucson  Medical  Center 
Marshall  Auditorium,  Tucson,  AZ 

SPONSOR:  Tucson  Hospitals  Medical  Education 
Program 

CONTACT: 

Peter  J.  Whitney,  M.D. 

Tucson  Hospitals  Medical  Educ.  Program 
P.  O.  Box  6067 
Tucson,  AZ  85733 

Approved  for  8 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PSYCHOLEGAL  SEMINAR 

February  24  — March  1,  1974 
Phillips  Auditorium 
St.  Luke's  Hospital  Medical  Center 
Phoenix,  AZ 

SPONSOR:  Phoenix  Psychiatric  Council 
Education  Committee 

CONTACT: 

Howard  E.  Wulsin,  M.D. 

2500  E.  Van  Buren  St. 

Phoenix,  AZ 

Approved  for  12  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 
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SYMPOSIUM  ON  RECENT  ADVANCES  83rd  ANNUAL  MEETING  OF 

IN  RHEUMATIC  DISEASES  THE  ARIZONA  MEDICAL  ASSOCIATION,  SNC. 


March  1,2,  1974 

Mountain  Shadows,  Scottsdale,  AZ 

SPONSOR:  Central  Arizona  Chapter  of 
The  Arthritis  Foundation 

CONTACT: 

Central  Arizona  Chapter  of 
The  Arthritis  Foundation 
96  West  Osborn 
Phoenix,  AZ  85013 


MEDICINE  & SOCIETY  SERIES 
THE  PHYSICIAN'S  ROLE  IN  THE 
PROBLEM  OF  THE  DYING  PATIENT 

March  2,  1974 

Arizona  Medical  Center,  Tucson,  AZ 

SPONSOR:  Div  ision  of  Social  Perspectives 
in  Medicine,  College  of  Medicine 
University  of  Arizona 

CONTACT: 

Robert  J.  Joling,  J.D. 

College  of  Medicine 
University  of  Arizona 
Tucson,  AZ  85724 

Approved  for  4 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


April  25-26,  1974 

Safari  Hotel  Conv.  Center,  Scottsdale,  AZ 

SPONSOR:  Ar  izona  Medical  Association  & 

University  of  New  Mexico  School 
of  Medicine 

CONTACT: 

Vincent  A.  Fulginiti,  M.D. 

Program  Director 
Arizona  Medical  Association 
810  W.  Bethany  Home  Rd. 

Phoenix,  AZ  8501 3 

Approved  for  14V2  hours  toward  the  ArMA  Certificate  in  Con- 
tinuing Medical  Education. 


CARDIOLOGY  CONFERENCE 

Weekly  — Friday  8-9  a.m. 

St.  Mary's  Hospital  Auditorium 
Tucson,  AZ 

SPONSOR:  St.  Mary's  Hospital 

CONTACT: 

A.  L.  Forte,  M.D. 

St.  Mary's  Hospital 
Tucson,  AZ 

Approved  for  one  required  hour  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


FAMILY  MEDICINE 

April  3,  1974 

St.  Joseph's  Hospital,  Nogales,  AZ 

SPONSOR:  Arizona  Regional  Medical- 
Program,  CESA 

CONTACT: 

Anthony  F.  Vuturo,  M.D. 

Dept,  of  Family  & Community  Medicine 
University  of  Arizona 
Tucson,  AZ  85724 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SOCIETY  OF  MEDICINE  AND  RELIGION 

Schedule  of  Meetings  1974 
6:30  Dinner 

SPONSOR:  Society  of  Medicine  and  Religion 

CONTACT: 

Joseph  Hanss,  Jr.,  M.D. 

2021  North  Central  Ave. 

Phoenix,  AZ  85004 
Phone:  252-6045 

PROGRAM: 

Failure  — A Step  Up  or  A Step  Down, 

February  28,  Good  Samaritan  Hosiptal 
Divorce  — Can  We  Ease  The  Pain? 

March  28,  St.  Luke's  Hospital 
Living  With  The  Retarded, 

April  25,  Good  Samaritan  Hospital 
Annual  Meeting,  May  30, 

Beautitudes  Retirement  Home 
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EVENING  SEMINAR  SERIES  FOR  THE 
PRIMARY  CARE  PHYSICIAN 


Last  Monday  of  Months  Sept. -May 
Room  3117  College  of  Medicine 
U of  A,  Tucson,  AZ 

SPONSOR:  Dept,  of  Family  & Community  Medicine, 

U of  A College  of  Medicine 

CONTACT: 

Anthony  F.  Vuturo,  M.D. 

Dept,  of  Family  & Community  Medicine 
U of  A College  of  Medicine 
Tucson,  AZ  85724 

Approved  for  2 required  hours  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


SURGICAL  GRAND  ROUNDS 
4TH  TUESDAY  OF  EACH  MONTH 

Hospital  Auditorium 
Baptist  Hospital,  Phoenix 

SPONSOR:  Baptist  Hospital  Phoenix 

CONTACT: 

James  B.  Shields,  M.D. 

6036  N.  19th  Ave. 

Phoenix,  AZ  85015 

Approved  for  1 V2  required  hours  per  month  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


CLINICAL  CANCER  CONFERENCE 

3rd  Wednesday  Every  Month 
Butler  Bldg.  Conference  Room 
Good  Samaritan  Hospital,  Phoenix,  AZ 

SPONSOR:  Good  Samaritan  Hospital 
CONTACT: 

John  A.  Bruner,  M.D. 

926  E.  McDowell  Road 
Phoenix,  AZ  85006 

Approved  for  1 required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


WE  BIND  YOUR 
PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

$7.50  per  volume,  including  name  imprint. 

Inquire  about  quantity  discounts. 

Free  local  pick  up  and  delivery  on  10  volumes 
or  more. 


ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
PHOENIX,  ARIZONA  85009 
272-9338 


ArMA  offers  a NEW 

INSURANCE  FORM 

FOR  ALL  CLAIMS 

An  order  today  will  stop  the  confusion  of 
multiple  insurance  forms 
Sample  available  on  request 

COST:  $1 .75  per  hundred 

To:  Arizona  Medical  Association 
81  0 West  Bethany  Home  Rd. 

Phoenix,  AZ  85013 

Please  send  me hundred  approved 

insurance  forms  costing  $1.75  per  hundred. 


NAME  

Address  

Bill  me  □ Payment  Enclosed  □ 
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We  can  tell  you  how  your 
practice  is  prospering... 
weekly. . . monthly. . . or  quarterly. 


Whatever  the  size  of  your  practice,  there’s  a Valley 
Bank  service  that  can  give  you  the  accurate, 
detailed  financial  information  you  need. 

We  call  it  General  Ledger  Management  Service. 
GLM  for  short. 

It’s  quickly  and  easily  installed.  It’s  uncompli- 
cated. And  it  easily  adapts  to  a single-doctor 
practice,  professional  corporations  or  multi-doctor 
clinics. 

It  allows  your  bookkeeper  single-handedly  to 
implement  and  maintain  a comprehensive  general 
ledger  system  for  your  practice.  Our  computer  does 
all  the  posting  and  balancing  (that  one  feature  alone 
can  save  hours  of  tedious,  time-consuming  detail 
work). 

Because  it  significantly  reduces  manual 
accounting  time,  the  service  saves  money  for  many 
physicians,  too. 

Tailored  to  your  specific  needs. 

■ GLM  reports  can  be  provided  weekly,  monthly 
or  quarterly. 

■ Four  basic  reports  are  provided,  each  with 
special  options  available:  General  Ledger,  Trial 
Balance,  Statement  of  Profit  and  Loss,  and 
Balance  Sheet. 

■ Optional  reports  are  available,  offering  in-depth 
expense  ledger  analyses. 

■ Conversion  to  GLM  will  probably  not  require 
any  changes  in  your  present  accounting  pro- 
cedures. 

■ GLM  costs  are  computed  only  on  the  amount 
of  work  processed  for  you  (no  wasteful  blanket 
charges). 
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The  Valley  Bank  s General  Ledger  Management 
System  organizes  information  in  a way  that  makes 
it  easy  for  you  to  analyze  where  your  practice 
stands  financially.  It’s  more  comprehensive,  more 
flexible,  and  provides  more  value  for  your  money 
than  any  other  general  ledger  system  offered  in 
Arizona. 

Call  us.  We’ll  show  you  why. 


In  Phoenix 
In  Tucson 


261-2103 

792-7370 


Valley  National  Bank 
General  Ledger  Management 

Another  service  of  the 

Valley  National  Bank  Business  Systems  Division 
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THE  ARIZONA  MEDICAL  ASSOCIATION,  INC.,  ORGANIZED  1892,  810  W.  BETHANY  HOME  ROAD,  PHOENIX,  ARIZONA  85013. 


OFFICERS  AND  DIRECTORS  - 1973-74 


President— Philip  E.  Dew,  M.D 

President-Elect— William  G.  Payne,  M.D . . 

Vice  President— William  C.  Scott,  M.D 

Secretary— Edward  Sattenspiel,  M.D 

Treasurer— Richard  L.  Dexter,  M.D 

Speaker  of  the  House— Robert  A.  Price,  M.D 

Past  President— John  J.  Standifer,  M.D 

Editor-In-Chief— John  R.  Green,  M.D 

Delegate  to  AMA— Daniel  T.  Cloud,  M.D 

Delegate  to  AMA— Seymour  I.  Shapiro,  M.D 

Alternate  Delegate  to  AMA— Arthur  V.  Dudley,  Jr.,  M.D 
Alternate  Delegate  to  AMA— Richard  O.  Flynn,  M.D 


P.O.  Box  1911,  Tucson 

P.  O.  Box  V,  Tempe 

College  of  Medicine,  U of  A,  Tucson 

333  W.  Thomas  Rd.,  Phoenix 

116  N.  Tucson  Blvd.,  Tucson 

4247  N.  32nd  St.,  Phoenix 

412  E.  Oak  St.,  Kingman 

302  W.  Thomas  Rd.,  Phoenix 

3411  N.  5th  Ave.,  Phoenix 

. . 1601  N.  Tucson  Blvd.,  #24,  Tucson 
. . 1601  N.  Tucson  Blvd,  #23,  Tucson 
2210  S.  Mill  Ave.,  Tempe 


85702 

85281 

85724 

85013 

85716 

85018 

86401 

85013 

85013 

85716 

85716 

85281 


DISTRICT  DIRECTORS 

Central  District— W.  Scott  Chisholm.  Jr.,  M.D 

Central  District— Charles  H.  Finney,  M.D 

Central  District— George  L Hoffmann,  M.D 

Central  District— Wallace  A.  Reed,  M.D 

Central  District— Lawrence  J.  Shapiro,  M.D 

Northeastern  District— Richard  B.  Johns,  M.D 

Northwestern  District— John  F.  Kahle,  M.D . . . 

Southeastern  District— Bruce  N.  Curtis,  M.D 

Southern  District— Henry  P.  Limbacher,  M.D 

Southern  District— Vemor  F.  Lovett,  M.D 

Southern  District— George  W.  Nash,  M.D 

Southwestern  District— Glen  H.  Walker,  M.D 


1158  E.  Missouri,  Phoenix 

555  W.  Catalina,  Phoenix 

438  W.  5th  Place,  Mesa 

758  E.  McDowell  Rd.,  Phoenix 

444  W.  Osborn  Phoenix 

P.  O.  Box  520.  Payson 

715  N.  Beaver,  Flagstaff 

618  N.  Central  Ave.,  Safford 

116  N.  Tucson  Blvd.,  Tucson 

5402  E.  Grant  Road,  Tucson 

Craycroft  Medical  Center,  #306,  Tucson 
291  W.  Wilson,  Coolidge 


85014 

85013 

85201 

85006 

85013 

85541 

86001 

85546 

85716 

85712 

85711 

85228 


President— Luis  Cueva  Niz  Mar-Negro  #1343,  Guadalajara,  Jalisco,  Mexico 

President-Elect— Herbert  W.  Bradley,  M.D 800  Third  Street,  Marysville,  California  95001 

Vice  President— Fernando  de  La  Cueva  Hidalgo  #3266.  Guadalajara,  Jalisco,  Mexico 

Secretary,  USA— Schyuler  V.  Hilts,  M.D Tucson  Medical  Center,  P.O.  Box  6607,  Tucson,  AZ  85716 

Secretary,  Mexico— Horace  Pakilla,  M.D Hospital  Civil,  Guadalajara,  Jalisco.  Mexico 

Treasurer,  USA— Lucy  A.  Vemetti,  M.D 333  West  Thomas  Road.  #207,  Phoenix,  AZ  85013 

Treasurer,  Mexico— Jorge  Riggen  Davila,  M.D Marsella  #510  Sur.  Guadalajara,  Jalisco,  Mexico 

Executive  Secy,  USA— Mrs.  Virginia  E.  Bryant  333  West  Thomas  Road,  #207,  Phoenix,  AZ  85013 

Executive  Secy,  Mexico— Sr.  Alfredo  Parton  Heriberto  Frias  #60  Sur,  Mazatlan.  Sinola,  Mexico 


COMMITTEES  - 1973-74 

ARTICLES  OF  INCORPORATION  & BYLAWS  COMMITTEE: 
Charles  E.  Henderson,  M.D.,  Chairman,  (Phoenix);  Arnold  H. 
Dysterheft,  M.D.  (Lakeside);  William  W.  McKinley  Jr.,  M.D. 
(Scottsdale);  William  B.  Steen,  M.D.  (Tucson);  Clarence  E. 
Yount,  Jr.,  M.D.  (Prescott). 

BENEVOLENT  & LOAN  FUND  COMMITTEE:  Daniel  T.  Cloud, 
M.D.,  Chairman  (Phoenix);  George  Adams,  M.D.  (Tucson); 
Richard  L.  Dexter,  M.D.  (Tucson);  Arthur  V.  Dudley,  Jr., 
M.D.  (Tucson);  R.  Lee  Foster,  M.D.  (Phoenix);  Cecil  C. 
Vaughn,  Jr.,  M.D.  (Phoenix);  Karl  E.  Voldeng,  M.D. 
(Phoenix). 

FINANCE  COMMITTEE:  Richard  L.  Dexter,  M.D.,  Chairman 
(Tucson);  W.  Albert  Brewer,  M.D.  (Phoenix);  Philip  E. 
Dew,  M.D.  (Tucson);  William  J.  Dunn,  M.D.  (Phoenix); 
V.  Eugene  Frazier,  M.D.  (Mesa);  Charles  C.  Hedges,  Jr., 
M.D.  (Phoenix);  Gerald  Marshall,  M.D.  (Phoenix);  Robert 
P.  Purpura,  M.D.  (Tucson);  Seymour  I.  Shapiro,  M.D.  (Tuc- 
son); Max  L.  Wertz,  M.D.  (Phoenix). 

GOVERNMENTAL  SERVICES  COMMITTEE:  Walter  R.  Eicher, 

M. D.,  Chairman  (Chandler);  John  A.  Ash,  M.D.  (Phoenix); 
Otto  L.  Bendheim,  M.D.  (Phoenix);  Lloyd  S.  Epstein.  M.D. 
(Tucson);  Stanford  F.  Farnsworth,  M.D.  (Phoenix);  Harold 

N.  Gordon,  M.D.  (Phoenix);  John  W.  Heaton,  M.D.  (Phoenix); 
Artell  Johnson,  M.D.  (Phoenix);  Charles  Kalil,  M.D.  (Phoe- 
nix); Louis  C.  Kossuth,  M.D.  (Phoenix);  Dermont  W.  Melick, 
M.D.  (Tucson);  William  R.  Myers,  M.D.  (Phoenix);  Albert  J. 
Ochsner  II,  M.D.  (Yuma);  O.  Melvin  Phillips,  M.D.  (Scotts- 
dale); Wallace  A.  Reed,  M.D.  (Phoenix);  Marvin  C.  Schnei- 
der, M.D.  (Phoenix);  Glen  H.  Walker,  M.D.  (Coolidge). 

GRIEVANCE  COMMITTEE:  John  J.  Standifer,  M.D.,  Chairman 
(Kingman);  Richard  W.  Abbuhl,  M.D.  (Phoenix);  Walter 
Brazie,  M.D.  (Kingman);  Richard  E.  H.  Duisberg,  M.D. 
(Phoenix);  Norman  D.  Duley,  M.D.  (Flagstaff);  Stuart  I. 
Holtzman,  M.D.  (Tucson);  R.  T.  McDonald,  M.D.  (Flag- 
staff); William  W.  McKinley,  M.D.  (Scottsdale);  Albert  J. 
Ochsner.  II,  M.D.  (Yuma). 

HISTORY  & OBITUARIES  COMMITTEE:  John  R.  Green,  M.D., 
Chairman  (Phoenix);  Francis  J.  Bean,  M.D.  (Tucson);  Walter 
Brazie,  M.D.  (Kingman);  C.  Bland  Gidding,  M.D.  (Mesa); 
John  W.  Kennedy,  M.D.  (Phoenix);  Abe  I.  Podolsky,  M.D. 
(Yuma);  Jay  L.  Sitterley,  M.D.  (Flagstaff). 

LEGISLATIVE  COMMITTEE:  Richard  O.  Flynn  M.D.  (Tempe); 
Richard  W.  Abbuhl,  M.D.  (Phoenix);  Richard  H.  Bruner, 
M.D.  (Phoenix);  W.  Scott  Chisholm,  M.D.  (Phoenix);  Sam 
C.  Colachis.  Jr.,  M.D.  (Phoenix);  William  E.  Crisp,  M.D. 
(Phoenix);  John  W.  Curtin,  M.D.  (Phoenix);  Kenneth  A. 
Dregseth,  M.D.  (Sierra  Vista);  Stanford  F.  Farnsworth,  M.D. 
(Phoenix);  Lawrence  N.  Frazin,  M.D.  (Phoenix);  Donald  M. 


Gleason.  M.D.  (Tucson);  Donald  F.  Griess,  M.D.  (Tucson); 
Louis  Hirsch,  M.D.  (Tucson);  John  P.  Holbrook,  M.D.  (Tuc- 
son); Terrance  W.  Hull,  M.D.  (Phoenix);  Marion  A.  Jabczen- 
ski,  M.D.  (Phoenix);  John  F.  Kahle,  M.D.  (Flagstaff);  Meyer 
Markovitz.  M.D.  (Phoenix);  R.  Michael  O’Harra,  M.D.  (Phoe- 
nix); Robert  J.  Oliver,  M.D.  (Tucson);  Ratibor  Pantovich, 
D.O.  (Phoenix);  O.  Melvin  Phillips,  M.D.  (Scottsdale);  Wil- 
fred M.  Potter,  M.D.  (Scottsdale);  Paul  L.  Schnur,  M.D. 
(Tucson);  Berton  Siegel,  D.O.  (Phoenix);  Paul  L.  Singer,  M.D. 
(Phoenix);  William  L.  Smith,  D.O.  (Phoenix);  Raymond  A. 
Vaaler,  M.D.  (Phoenix);  Dennis  E.  Weiland,  M.D.  (Scotts- 
dale). 

MEDICAL  ECONOMICS  COMMITTEE:  Richard  S.  Armstrong, 
M.D.,  Chairman  (Tucson);  Albert  C.  Asendorf,  M.D.  (Phoe- 
nix); Francis  J.  Bean,  M.D.  (Tucson);  Charles  M.  Berg- 
schneider,  M.D.  (Scottsdale);  Ian  M.  Chesser,  M.D.  (Tucson); 
Charles  F.  Dalton,  M.D.  (Phoenix);  Wilbur  D.  Dice,  M.D. 
(Yuma);  Kenneth  Dregseth,  M.D.  (Sierra  Vista);  Charles  H. 
Finney,  M.D.  (Phoenix);  William  B.  Helme,  M.D.  (Phoenix); 
Howard  N.  Kandell,  M.D.  (Phoenix);  Patrick  P.  Moraca,  M.D. 
(Phoenix);  Robert  Purpura,  M.D.  (Tucson);  Wallace  A.  Reed, 
M.D.  (Phoenix);  Paul  L.  Schnur,  M.D.  (Tucson);  Richard 
Switzer,  M.D.  (Tucson);  Roger  E.  Wilcox,  M.D.  (Phoenix). 
MEDICAL  EDUCATION  COMMITTEE:  Robert  E.  T.  Stark, 
M.D.,  Chairman  (Phoenix);  Willis  H.  Bower,  M.D.  (Phoenix); 
Darnel  B.  Carroll,  M.D.  (Phoenix);  Melvin  L.  Cohen,  M.D. 
(Phoenix);  William  E.  Crisp,  M.D.  (Phoenix);  D.  J.  Crosby, 
M.D.  (Phoenix);  Kenneth  S.  Dregseth,  M.D.  (Sierra  Vista); 
Francis  T.  Flood,  M.D.  (Phoenix);  Harry  W.  Hale,  M.D. 
(Phoenix);  Robert  E.  Hastings,  Jr.,  M.D.  (Tucson);  Raymond 
J.  Jennett,  M.D.  (Phoenix);  Howard  N.  Kandell,  M.D.  Phoe- 
nix); Jack  M.  Layton,  M.D.  (Tucson);  Harry  F.  Lenhardt, 
M.D.  (Phoenix);  James  F.  Martin,  M.D.  (Yuma);  R.  T.  Mc- 
Donald (Flagstaff);  Dermont  W.  Melick,  M.D.  (Tucson); 
Dward  G.  Moody,  M.D.  (Nogales);  Arthur  R.  Nelson,  M.D. 
(Phoenix);  Milan  Novak,  Ph.D.,  M.D.  (Tucson);  Eric  J. 
Ramsay,  M.D.  (Tucson);  William  C.  Scott,  M.D.  (Tucson); 
William  F.  Sheeley,  M.D.  (Phoenix);  John  J.  Standifer,  M.D. 
(Kingman);  David  C.  H.  Sun,  M.D.  (Phoenix);  Jesse  W.  Tapp, 
M.D.  (Tucson);  Ashton  B.  Taylor,  M.D.  (Phoenix);  Cecil  C. 
Vaughn,  M.D.  (Phoenix);  Albert  G.  Wagner,  M.D.  (Phoenix); 
John  C.  Flannery.  M.D.  (Phoenix). 

OCCUPATIONAL  HEALTH  COMMITTEE:  Joseph  M.  Hughes, 
M.D.,  Chairman  (Phoenix);  Floyd  K.  Berk,  M.D.  (Tucson); 
Sheldon  Davidson.  M.D.  (Phoenix);  Walter  V.  Edwards,  Jr., 
M.D.  (Phoenix);  N.  A.  Ehrmann,  M.D.  (Kearny);  Robert  V. 
Horan,  M.D.  (Morenci);  Robert  B.  Leonard,  M.D.  (Phoenix); 
Florian  R.  Rabe,  M.D.  (Scottsdale);  Eugene  J.  Ryan,  M.D. 
(Phoenix);  Sidney  J.  Stovall,  M.D.  (Phoenix);  William  C. 
Trier,  M.D.  (Tucson);  Maier  Tuchler,  M.D.  (Phoenix);  W.  A. 
Warner,  M.D.  (Phoenix). 
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MEMBERS  ARE  URGED  TO  BRING  MATTERS  ON  INTEREST  AND  CONCERN  TO  THE 
CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF  ANY 
MEMBER  OF  THE  BOARD  OF  DIRECTORS. 

AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


PROFESSIONAL  COMMITTEE:  Robert  S.  Ganelin,  M.D.,  Chair- 
man (Phoenix);  Charles  D.  Connor,  M.D.  (Phoenix);  Joseph 
W.  Hanss,  M.D.  (Phoenix);  George  T.  Hoffmann,  M.D. 
(Phoenix);  Richard  Johns,  M.D.  (Payson);  Helen  Johnson, 
M.D.  (Tucson);  Harold  W.  Kohl,  M.D.  (Tucson);  Laurence 
M.  Linkner,  M.D.  (Phoenix);  Frederick  J.  Brady,  M.D.  (Tuc- 
son); William  G.  Payne,  M.D.  (Phoenix);  Herman  S.  Rhu, 
Jr.,  M.D.  (Tucson);  Donald  F.  Schaller,  M.D.  (Phoenix); 
G°o'-ge  \.  Spendlove,  M.D.  (Phoenix);  Neil  O.  Ward,  M.D. 
(Phoenix). 

PUBLIC  RELATIONS  COMMITTEE:  Charles  H.  Finney,  M.D., 
Chairman  (Phoenix);  Robert  W.  Brazie,  M.D.  (Phoenix);  E. 
F.  Bloemker,  M.D.  (Phoenix),  Walker  Brock,  M.D.  (Phoenix); 
Richard  L.  Jones,  M.D.  (Tempe);  Robert  A.  Johnson,  M.D. 
(Phoenix);  R.  F.  Keeling,  Sr.,  M.D.  (A jo) ; Don  V.  Langston, 
M.D.  (Phoenix);  Charles  M.  Lofdahl,  M.D.  (Phoenix);  Irving 
M.  Pallin.  M.D.  (Sun  City);  William  Russell,  M.D.  (Phoenix); 
William  C.  Scott,  M.D.  (Tucson);  Lawrence  J.  Shapiro,  M.D. 
(Phoenix);  Selma  E.  Targovnik,  M.D.  (Phoenix);  Morton  S. 
Thomas,  III,  M.D.  (Wickenburg). 

PUBLISHING  COMMITTEE:  John  R.  Green,  M.D.,  Chairman 
(Phoenix);  Andre  J.  Bruwer,  M.D.  (Tucson);  John  C.  Duffy, 
M.D.  (Tucson);  Walter  V.  Edwards,  Jr.,  M.D.  (Phoenix); 
Gerold  Kaplan,  M.D.  (Phoenix);  William  B.  McGrath,  M.D. 
(Phoenix);  David  Pent,  M.D.  (Phoenix);  David  C.  H.  Sun, 
M.D.  (Phoenix). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Vincent  A.  Fulginiti, 
M.D.  Chairman  (Tucson);  S.  C.  Anand,  M.D.  (Phoenix); 
Thomas  E.  Bittker,  M.D.  (Phoenix);  William  E.  Bishop,  M.D. 
(Globe);  W.  Scott  Chisholm,  M.D.  (Phoenix);  Paul  H. 

Duffey,  M.D.  (Tucson);  Milton  S.  Dworin,  M.D.  (Tucson); 

Thomas  F.  Hartley,  M.D.  (Scottsdale);  Thomas  Henry,  M.D. 
(Flagstaff);  James  M.  Hurley,  M.D.  (Phoenix);  Mark  M. 

Kartchner,  M.D.  (Tucson);  Norman  N.  Komar,  M.D.  (Tuc- 
son); Eugene  Leibsohn,  M.D.  (Phoenix);  Philip  Levy,  M.D. 
(Phoenix);  J.  Frank  Martin,  M.D.  (Yuma);  George  W.  Nash, 
M.D.  (Tucson);  John  E.  Oakley,  M.D.  (Prescott);  Wilfred  M. 
Potter,  M.D.  (Scottsdale);  Neopito  L.  Robles,  M.D.  (Tucson); 
W.  David  Rummel,  Jr.,  M.D.  (Prescott);  William  C.  Scott, 

M. D.  (Tucson);  Luis  S.  Tan,  M.D.  (Phoenix);  Oscar  A. 

Thorup,  Jr.  (Tucson);  J.  Garland  Wood,  M.D.  (Flagstaff); 
Donald  Ziehm,  M.D.  (Phoenix). 

COUNTY  MEDICAL  SOCIETY  OFFICERS,  1973-74 

APACHE:  H.  G.  Erhart,  M.D.,  President,  Box  71,  Springerville, 
85938;  D.  L.  Neel,  M.D.,  Secretary,  Box  827,  Lakeside, 
85929. 

COCHISE:  Richard  Groschupf,  M.D.,  President,  1105  San  Antonio 
Ave.,  Douglas,  85607;  Edward  B.  Grothaus,  M.D.,  Secretary, 
P.O.  Box  2082,  Sierra  Vista  85635. 

COCONINO:  William  J.  Austin,  M.D.,  President,  1355  N.  Beaver, 
Flagstaff,  86001;  B.  Alfred  Finney,  M.D.,  Secretary,  1355 

N.  Beaver,  Flagstaff,  86001. 

GILA:  Charles  A.  Bejarano,  M.D.,  President,  Drawer  L.  Claypool, 
85532;  D.  B.  Gilbert,  M.D.,  Secretary,  P.  O.  Box  1030, 
Payson  85541. 

GRAHAM:  William  R.  Sullivan,  M.D.,  President,  2016  W.  16th 
St.,  Safford,  85546;  Edward  R.  Curtis,  M.D.,  Secretary,  503 
5th  Ave.,  Safford,  85546. 

GREENLEE:  Gordon  Garrioch,  M.D.,  President,  Morenci  Hospital, 
Morenci,  85540;  Roberto  A.  Dinglasan,  M.D.,  Secretary, 
Morenci  Hospital,  Morencie,  85540. 

MARICOPA:  David  Pent,  M.D.,  President;  Max  L.  Wertz,  M.D., 
Secretary.  (Society  address:  2025  N.  Central,  Phoenix  85004.) 

MOHAVE:  Albert  Rosenblatt,  M.D.,  President,  412  E.  Oak  St., 
Kingman,  86401;  Earl  Gilbert,  M.D.,  Secretary,  Mohave 
General  Hospital,  Kingman,  86401. 

NAVAJO:  George  G.  Bertino,  Jr.,  M.D.,  President,  1500  William- 
son Ave.,  Winslow,  86047;  R.  Joseph  Haley  III,  M.D., 
Secretary,  P.O.  Box  700,  Holbrook,  86025. 

PIMA:  Newell  K.  Richardson,  M.D.,  President;  Stuart  W.  West- 
fall,  M.D.,  Secretary.  (Society  address:  2555  East  Adams 
Street,  Tucson  85716.) 

PINAL:  James  M.  Wagoner,  M.D.,  President,  1023  E.  Florence, 
Casa  Grande  85222;  Paul  A.  Rosborough,  M.D.,  Secretary, 
Pinal  General  Hospital,  Florence  85232. 

SANTA  CRUZ:  Delmar  R.  Mock,  M.D.,  President,  Box  433  Pata- 
gonia, 85624;  Charles  S.  Smith,  M.D.,  Secretary,  P.O.  Box 
1382,  Nogales,  85621. 

YAVAPAI:  G.  F.  McNally,  M.D.,  President,  2400  Nolte  Dr., 
Prescott  86301;  John  Houston,  M.D.,  Secetary,  533  W. 
Gurley,  Prescott  86301. 

YUMA:  Lester  G.  Olin,  M.D.,  President,  2244  Ave.  A,  Yuma, 
85364;  Dirk  Frauenfelder,  M.D.,  Secretary,  P.O.  Box  4370, 
Kofa  Station,  Yuma,  85364. 


WOMAN’S  AUXILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION  1973-74 

PRESIDENT  Mrs.  Thomas  Jarvis  (Barbara) 

1266  Skyline  Drive,  Globe,  85501 

PRESIDENT-ELECT  Mrs.  Raymond  Vaaler  (Ann) 

3624  North  54th  Court,  Phoenix,  85018 

1st  VICE  PRESIDENT  Mrs.  Howard  Kimball  (Ella) 

414  West  Northview  Avenue,  Phoenix,  85021 

2nd  VICE  PRESIDENT Mrs.  Ruben  Acosta  (Mary) 

85  Sierra  Vista  Drive,  Tucson,  85719 

RECORDING  SECY Mrs.  William  Robey  (Barbara) 

Box  597,  Litchfield  Park,  85340 

TREASURER Mrs.  John  Vosskuhler  (JoAnn) 

2220  N.  Crescent  Drive,  Flagstaff,  86001) 

DIRECTOR,  1973-74  Mrs.  Charles  I.  Fisher  (Peggy) 

352  West  Berridge  Lane,  Phoenix,  85013 

DIRECTOR,  1972-74  Mrs.  Robert  Hancock  (Elvera) 

1004  West  Palo  Verde  Drive,  Phoenix  85013 

DIRECTOR,  1973-75  Mrs.  Joseph  McNally  (Suzie) 

Route  1,  Box  320,  Prescott,  86301 

CHAPLAIN  Mrs.  Sam  M.  Mackoff  (Selma) 

5343  N.  23rd  St.,  Phoenix,  85016 

CORRESPONDING  SECY Mrs.  Paul  Jarrett  (Beverly) 

501  E.  Pasadena,  Phoenix,  85012 

HISTORIAN  Mrs.  Melvin  Phillips  (Jean) 

111  West  Palmdale,  Tempe,  85281 

PARLIAMENTARIAN Mrs.  Robert  Oliver  (Nicki) 

910  North  Wilmot  Road,  Tucson,  85711 


COUNTY  AUXILIARY  PRESIDENTS 

COCONINO  Mrs.  John  Vosskuhler  (JoAnn) 

2220  N.  Crescent  Drive,  Flagstaff,  86001 

GILA  Mrs.  B.  J.  Collopy  (Dinah) 

Box  342,  Miami,  85539 

MARICOPA  Mrs.  Albert  Wagner  (Helen) 

3216  E.  Meadowbrook  Avenue,  Phoenix  85018 

PIMA  Mrs.  Robert  Goldfarb  (Lesley) 

5051  Mission  Hill  Drive,  Tucson,  85718 

YAVAPAI  Mrs.  Evaristo  Martinez  (Frances) 

1172  Country  Club  Dr.,  Prescott,  86301 

YUMA  Mrs.  Robert  Delph  (Grace) 

1921  16th  Place,  Yuma,  85364 


CHAIRMAN  OF  STANDING  AND  SPECIAL  COMMITTEE 
1973-74 

AMA-ERF  Mrs.  Lawrence  Bailey  (Mary  Ann) 

712  West  Oregon,  Phoenix  85013 

BYLAWS  Mrs.  Glen  Walker  (Ruth) 

Box  1225,  Coolidge,  85228 

COMMUNITY  HEALTH  EDUC Mrs.  Boyd  Metcalf  (Kay) 

5701  Calle  Del  Paisano,  Phoenix,  85018 

COMMUNITY  HEALTH  SERV Mrs.  Ralph  Linden  (Sylvia) 

1971  West  15th  Street,  Yuma,  85364 

CONVENTION  Mrs.  Dennis  E.  Weiland  (Jeanne) 

5826  N.  Monte  Vista  Drive,  Scottsdale,  85253 

FINANCE  Mrs.  Carl  Shrader,  Jr.,  (Ginny) 

1615  Aztec,  Flagstaff,  86001 

GEMS  Mrs.  David  Gilbert  (Fay) 

Box  1030.  Payson,  85541 

HAMER  EDUC.  LOAN  FUND  ...Mrs.  Alvin  Swenson  (Vicki) 
5250  Bartlett  Circle,  Phoenix,  85016 

HEALTH  MANPOWER  Mrs.  Luis  Tan  (Mary  Jo) 

3.510  East  Nita  Road,  Paradise  Valley 

HOSTESS  Mrs.  James  Hopkins  (Pat) 

37  N.  Country  Club  Drive,  Phoenix,  85014 
INTERNATIONAL  HEALTH  . . . .Mrs.  B.  L.  Whitman  (Alberta) 
V.  A.  Center,  Box  22,  Prescott,  86301 

LEGISLATION  Mrs.  Warren  S.  Williams  (Pete) 

Route  5.  Box  893,  Tucson,  85718 
TEMPE,  MESA,  CHANDLER,  LIAISON 

Mrs.  John  Hanigsberg  (Barbara) 
1610  East  Donner  Street,  Tempe,  85282 
ORGANIZATION  & MEMBERSHIP  .Mrs.  Howard  Kimball  (Ella) 
414  West  Northview  Avenue,  Phoenix,  85021 

PROCEDURES  & GUIDELINES  Mrs.  M.  J.  Harvey  (Rita) 

P.O.  Box  1729,  Lake  Havasu  City,  86403 

PROGRAM  Mrs.  Raymond  Vaaler,  (Ann) 

3624  North  54th  Court,  Phoenix,  85018 

PUBLICATIONS  Mrs.  Orlin  Wry  (Connie) 

2521  N.  Shade  Tree  Lane,  Tucson  85715 

PUBLIC  RELATIONS  Mrs.  George  Stavros  (Theresa) 

315  W.  Kaler,  Phoenix,  85021 

REPORTS  Mrs.  Charles  Kalil  (Ylma) 

1300  East  Missouri  Ave.,  Phoenix 

WASAMA  Mrs.  Wm.  Price  (Ann) 

4524  N.  59th  Avenue,  Phoenix,  85033 
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Never  before 

so  much  for  so  little. 

You  couldn’t  get  insurance  coverage  this  extensive  on  your  own. 
And,  even  if  you  could,  you  couldn’t  get  it  for  so  little. 

These  6 plans  were  specially  created  for  the  medical  profession 
under  the  auspices  of  the  Arizona  Medical  Association  as  a 
unique  membership  service. 

Rates  are  extremely  low  because  of  group 
economies.  Claim  processing  is  simple  and 
fast  because  all  plans  are  under  a single 
administrator. 

So  why  settle  for  less  coverage  when  you  can 
get  so  much  for  so  little. 

For  more  information,  contact: 

CHARLES  A.  de  LEEUW  AND  ASSOC.  Phoenix,  Arizona  85012 
3424  North  Central  Avenue  Phone:  248-8500 


MISSOURI  MEDICAL  PLAZA 


13th  Street  & Missouri 


• Prestige  Location 

• Custom  Designed  Suites 

• Excellent  Patient  Parking 

• Reserved  Covered  Parking 

• 25,000  Square  Feet 


• Occupancy  September  1974 

Another  Medical  Project  by 

S.  J.  DRU  DEVELOPMENT  CO. 

240  W.  Osborn 
264-9701 
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5055  north  34th  street/ 

phoenix,  arizona 

on-profit  psychiatric,  community  hospital,  fully  accredited 


SOMETHING 

BETTER 


HAPPENED  FEBRUARY  1,  1971 

When  the  Arizona  Medical  Association's 
Travelers  malpractice  coverage  began. 

BEFORE: 

Arbitrary  Classifications 
Rising  rates,  surcharges,  dwindling 
markets,  non-standard  policies, 
peremptory  cancelations 

AFTER  — AND  NOW: 

Published,  consistent  rating. 

Under  bureau  rating 

No  bobtail  or  warranty  restrictions. 

ArMA  gets  all  Travelers  figures. 

Five  year  program  guarantee.  Standard 
policy  at  standard  prices.  Stability 
and  integrity  for  you. 


Phoenix  and  Northern  Arizona 

Burns-Harrelson-Burns 

5045  North  12th  Street 
Phoenix  85014 
Phone  266-441 1 


PROFESSIONAL 

LIABILITY 

INSURANCE 

PROGRAM 


Tucson  and  Southern  Arizona 

Patzman-Allen-Lamb  & Associates 

5902  East  Pima 
Tucson  85712 
Phone  885-2375 

Do  it  today! 


'TRAVELERS  Insurance  Comp&r 

HARTFORD.  CONNECTICUT 


The 


YOU  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


why  not  have  it 
laminated? 


it  will  last  a lifetime.... 

PLAQUE  SHOP 


Wood  plaques — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 


7231  EAST  FIRST  AVENUE* 
SCOTTSDALE,  ARIZONA  85251  ■ 
(602)  945-9338 


MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 


MEDICAL  BOOKSTORE 

College  of  Medicine 
University  of  Arizona 
Tucson,  Arizona  85724 

Phone:  882-6669 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowier,  B.A. 

Matthew  W.  Lightowier 

P.O.B.  44,  Cortaro,  Ariz. 


Floyd  L. 
Templeton,  MD 

L 

fi 

Jack  E. 

Games,  MD  j 

THese 

SH1F1GL0S 

maKe 


Jerome  F. 
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Camelback  Professional  Building 


5051  N.  34th  STREET 
PHOENIX , ARIZONA  85018 
(602)  955-6200 

general  psychiatry  / child  psychiatry  / psychoanalysis,  clinical  psychology  / and  family  counseling. 


Medical  Center  9C-^aif  and  Clinical  Xarerattrif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  258-3484 

CLINICAL  PATHOLOGY  DIAGNOSTIC  X-RAY 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE  ELECTROCARDIOGRAPHY 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 
Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 


Pharmacy  Directory 


Classified 


FAIRMONT  PHARMACY 

AN  INDEPENDENT 
WITH 

CHAIN  STORE  PRICES 

3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
945-8420  - 945-8429 
Next  to  the  1 st  National  Bank 


CALL 


IF  BUSY  CALL  2S2-1573 

&U4t6mtfU 

Since  ?920 

• COSMETICS 

• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MacALPINE’S 

DRUG  STORE 

THE  jfe*ag  STORE 

2303  N.  7th  ST. 

DON  BRISCOE  - PHARMACIST 


UNITED  COLLECTION  CORPORATION 

Tempe  Office 

Tucson  Office 

1 602  East  Williams 

2030  E.  Broadway 

Tempe,  AZ  85281 

Suite  101 

Ph:  (602)  966-7275 

Tucson,  AZ  8571  9 
Ph:  (602)  884-8180 

NEW  LUXURY  FOUR  STORY 
MEDICAL  BUILDING 

Arizona  Medical  Plaza 
1 728  West  Glendale  Avenue 
Phoenix,  Arizona 

Ninety  percent  occupied  needs  the  following 
physicians:  Orthodontist,  Plastic  Surgeon,  Gas- 
troenterologist; Allergist  and  General  Practi- 
tioner. Please  call  Ms.  Beryl  Payne  264-1039. 


Medical  Transcription 
For  Physicians  and 
Hospitals 


MULLEN  MEDICAL  SERVICE 


4445  North  36th  Street 
Phoenix,  Arizona  8501 8 
Telephone  (602)  955-0763 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 702 
100  W.  Clarendon  — Phoenix 
Telephone  263-8526 
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DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  327-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1 932" 


COLLECTION  PROBLEMS? 

Over  four  years  of  experience  in  Arizona  has 
proven  that  our  system  produces  excellent  re- 
sults using  "soft  collection"  methods  at  costs 
averaging  10%  of  moneys  recovered.  We  have 
documented  cases  of  recovery  costs  as  low  as 
2%.  Paid  accounts  are  the  best  accounts.  Call 
or  write:  American  Billing  Corporation  — 4014 
N.  7th  Street  — Phoenix,  Arizona  85014  — 
265-4729. 


ACRE  OF  PARADISE 

This  blue  chip  offering,  high  above  the  pres- 
sures of  the  city,  affords  supreme  living  at 
its  best.  Over  four  thousand  square  feet  of 
grandeur  and  distinction,  priced  for  the  dis- 
criminating at  $198,500.  A beautiful  oppor- 
tunity to  brighten  your  future.  Contact  Vivian 
Balzer,  946-981  1,  for  a private  showing. 
Clements  Realty  947-4261 


OFFICE  SPACE  AVAILABLE 

Office  space  available  suitable  for  General 
Surgeon,  Orthopedic  Surgeon,  ENT,  or  Plastic 
Surgeon  or  other  subspecialty.  Available  im- 
mediately. Contact:  Paul  James,  955-8701  or 
955-2350. 


OFFICE  SPACE  AVAILABLE 

Space  approximately  900  sq.  ft.  private  office, 
3 exam  rooms,  lots  of  area,  utility  room,  large 
parking  lot,  4034  N.  15th  Ave.,  Phone  266- 
6249. 


POSITION  AVAILABLE 

General  Practitioner  and  General  Surgeons 
needed  to  assume  well  established  practice  in 
West  Texas  in  85  bed,  modern,  fully  accredited 
hospital  serving  community  of  15,000.  Possible 
gross  of  $100,000  after  first  year.  Near  El  Paso 
and  Odessa,  Texas  and  New  Mexico  moun- 
tains. Please  contact  administrator.  Memorial 
Hospital,  Kermit,  Texas  79745.  Telephone  (915) 
586-251  1 , collect. 
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Before  prescribing,  please  con- 
sult complete  product  information, 
a summary  of  which  follows: 

Indications:  Tension  and  anx- 
iety states;  somatic  complaints 
which  are  concomitants  of  emo- 
tional factors ; psychoneurotic  states 
manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive 
symptoms  or  agitation  ; symptomatic 
relief  of  acute  agitation,  tremor,  de- 
lirium tremens  and  hallucinosis  due 
to  acute  alcohol  withdrawal ; ad- 
junctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  dis- 


orders (not  for  sole  therapy). 

Contraindicated:  Known  hyper- 
sensitivity to  the  drug.  Children 
under  6 months  of  age.  Acute  narrow 
angle  glaucoma  ; may  be  used  in  pa- 
tients with  open  angle  glaucoma 
who  are  receiving  appropriate 
therapy. 

Warnings : Not  of  value  in  psy- 
chotic patients.  Caution  against 
hazardous  occupations  requiring 
complete  mental  alertness.  When 
used  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in 
frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 


medication  ; abrupt  withdrawal  ma 
be  associated  with  temporary  in- 
crease in  frequency  and/or  severity 
of  seizures.  Advise  against  simul- 
taneous ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawa 
symptoms  (similar  to  those  with 
barbiturates  and  alcohol)  have 
occurred  following  abrupt  discon- 
tinuance (convulsions,  tremor,  ab- 
dominal and  muscle  cramps,  vomitin 
and  sweating).  Keep  addiction-pron 
individuals  under  careful  surveil- 
lance because  of  their  predispositio 
to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of 
childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 


VY7 

V V hen  you  determine  that  the 
depressive  symptoms  are  associated 
with  or  secondary  to  predominant 
anxiety  in  the  psychoneurotic 
patient,  consider  Valium  (diazepam) 
in  addition  to  reassurance  and 
counseling,  for  the  psychotherapeutic 
support  it  provides.  As  anxiety  is 
relieved,  the  depressive  symptoms 
referable  to  it  are  also  often  relieved 
or  reduced. 

The  beneficial  effect  of  Valium  is 
usually  pronounced  and  rapid. 
Improvement  generally  becomes 
evident  within  a few  days,  although 


some  patients  may  require  a longer 
period.  Moreover,  Valium  (diazepam) 
is  generally  well  tolerated.  Side 
effects  most  commonly  reported  are 
drowsiness,  ataxia  and  fatigue.  Caution 
your  patients  against  engaging  in 
hazardous  occupations  or  driving. 

Frequently,  the  patient’s  symptoms 
are  greatly  intensified  at  bedtime. 

In  such  situations,  Valium  offers  an 
additional  advantage:  adding  an  h.s. 
dose  to  the  b.i.d.  or  t.i.d.  schedule 
can  relieve  the  anxiety  and  thus 
may  encourage  a more  restful 
night’s  sleep. 


symptom  complex 

to  Wium  (diazepam) 


Precautions:  If  combined  with 
other  psychotropics  or  anticonvul- 
sants, consider  carefully  pharma- 
cology of  agents  employed ; drugs 
such  as  phenothiazines,  narcotics, 
)arbiturates,  MAO  inhibitors  and 
>ther  antidepressants  may  poten- 
tate its  action.  Usual  precautions 
ndicated  in  patients  severely  de- 
sressed,  or  with  latent  depression, 

>r  with  suicidal  tendencies.  Observe 
isual  precautions  in  impaired  renal 


or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  con- 
fusion, diplopia,  hypotension, 
changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  head- 
ache, incontinence,  changes  in  sali- 
vation, slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred 


vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anx- 
iety, hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been 
reported;  should  these  occur,  dis- 
continue drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J.  07110 


Valium 

(diazepam) 


2-mg,  5-mg,  io-mg  tablets 


Doctor’s  view:  Patient’s  view: 


. From  where  you  sit,  it’s  important  that  safflower 
7 oil  is  30%  higher  in  poly-unsaturates  than  corn  oil. 
That  means  that  margarine, cooking  oil,  and  may- 
onnaise are  higher  in  poly-unsaturates  when  made 
from  safflower  oil  than  when  made  from  corn  oil. 


From  where  he  sits,  a low  saturated  fat  diet  is  easier 
to  follow  because  Saffola  tastes  as  good  as  butter 
or  any  premium  margarine  (corn  oil  included). 


Usually  there  are  two  sides  to  a low  cholesterol 
diet— the  clinical  side  and  the  human  side.  Happily,  in  the  case 
of  Saffola,  you  and  your  patients  don’t  have  to  take  sides. 

Saffola 

*in  conjunction  with  a low  saturated  fat  diet 
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a new  Laboratory  Building  to  house  Environmen- 
tal Protection,  State  Health,  and  Forensic  Path- 
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in  Albuquerque.  Program  begins  page  176. 
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It’s  time  for  action  to  defend  the  laws 
and  regulations  that  protect  your 
patients  against  drug  substitution. 

These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations: 


The  American 


Academy  of  Dermatolo^ 


The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 


The  Executive  Board  of  the 
American  Academy  of  Neurology 


The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 


The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  Trustees  of  the 
American  Dental  Association 


The  Board  of  Trustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Associate 

The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 


The  National  Wholesale  Druggists’ 
Association 


lint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
' affirm  the  support  of  the  participat- 
)g  organizations  for  the  laws,  regula- 
rs and  professional  traditions  which 
liohibit  the  unauthorized  substitution 
i drug  products. 

Traditionally,  physicians,  den- 
; ts  and  pharmacists  have  worked 
i operatively  to  serve  the  best  inter- 
ns of  patients.  Productive  coopera- 
i n has  been  achieved  through 
utual  respect  as  well  as  a common 
( ncern  for  the  ideals  of  public 
ijrvice.  This  mutual  respect  has  been 
i fleeted,  in  part,  by  joint  support 
tier  the  years  for  the  adoption  and 
(forcementof  laws  and  regulations 
Jecifically  prohibiting  unauthorized 
j bstitution  and  encouraging  joint 
(scussion  and  selection  of  the 
s jrce  of  supply  of  drug  products, 
le  basic  principles  of  medical,  den- 
t and  pharmacy  practice  are  thus 
i lized  and  preserved  in  the  interest 
c patient  welfare. 

The  antisubstitution  laws  have 
rit  obstructed  enhancement  of  the 
bfessional  status  of  pharmacy  any 
r ire  than  they  have  in  and  of  them- 
s ves  guaranteed  absolute  protec- 
1 1 from  unsafe  drugs,  or  freed 
fysicians,  dentists  and  pharmacists 
f m their  responsibilities  to  patients. 
/ a practical  matter,  however,  such 
I is  and  regulations  encourage  inter- 
pj)fessional  communications  regard- 
i ; drug  product  selection  and  assure 
e:h  profession  the  opportunity  to 
epreise  fully  its  expertise  in  drug 
^)ge,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
urged  to  increase  the  frequency 
af  regularity  of  their  contacts  with 
jrmacists  in  selection  of  quality 
ig  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
ciansand  dentists  in  servingtheir 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 

Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. , Washington,  D.  C.  20005 


PJUUAFON  FORTE 


PARAFLEX®  (chlorzoxazone)t  250  mg  ; TYLENOL®  (acetaminophen)  300  mg. 

This  drug  has  been  evaluated  as  'possibly"  effective  for  this  indication. 

See  brief  summary  of  prescribing  information  on  facing  page  for  Indications, 
Contraindications,  Warnings,  Precautions  and  Adverse  Reactions. 


■ 


© McN  73 


PARAFON  FORTE  Tablets 
help  relieve  pain, 
restore  mobility  and 
stop  paimspasm 
feedback  by  providing: 

a non  salicylate  analgesic  equal  to 
aspirin  for  relief  of  pain,1’2  yet  unlikely 
to  cause  the  gastric  irritation,2’3 
allergic  reactions2  or  increased  bleeding 
time4  associated  with  aspirin  therapy. 

and  a skeletal  muscle  relaxant 
>hown  in  extensive  clinical  studies  to  be 
aseful  in  a variety  of  low  back 
disorders5'7*  but  which  is  not  an 
antihistamine  or  tranquilizer  derivative 
and  is  unlikely  to  produce  a 
xanquilizing  or  sedative  effect.8 


‘Indications  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences-National  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows: 

"Possibly"  effective  for  the  relief  of  severe  skeletal  muscle  pain 
and  spasm  when  associated  with  acute  disorders  of  the  lower 
back  (including  acute  exacerbations  of  chronic  conditions] 


Contraindications:  Sensitivity  to  either  component. 

Varnings:  Usage  in  Pregnancy— Use  in  woman  of  child-bearing 
lotential  only  when  potential  benefits  outweigh  possible  risks 
’recautions:  Exercise  caution  in  patients  with  known  allergies  or 
listory  of  drug  allergies.  If  a sensitivity  reaction  or  any  signs  or  symp- 
oms  suggestive  of  liver  dysfunction  are  observed,  the  drug  should 
>e  stopped. 

adverse  Reactions:  Occasionally,  drowsiness,  dizziness,  lighthead- 
dness,  malaise,  overstimulation  or  gastrointestinal  disturbances 
nay  be  noted;  rarely,  allergic-type  skin  rashes,  petechiae,  ecchy- 
noses,  angioneurotic  edema  or  anaphylactic  reactions.  In  rare  in- 
tances,  Paraflex  (chlorzoxazone]  may  possibly  have  been  associ- 
ted  with  gastrointestinal  bleeding.  While  Paraflex  (chlorzoxazone] 
nd  chlorzoxazone-containing  products  have  been  suspected  as 
>eing  the  cause  of  hepatic  toxicity  in  approximately  eighteen  pa- 
ents,  it  was  not  possible  to  state  that  the  dysfunction  was  or  was  not 
rug  induced. 

(Jsual  Adult  Dosage:  Two  tablets  q.i.d. 
upplied:  Scored,  light  green  tablets,  imprinted  "McNEIL"- 
ottlesof  100. 

leferences:  1.  Batterman,  R.C.,  and  Grossman,  A J : Fed  Proc.  74:316, 
955  2.  Goodman,  L.S.,  and  Gilman,  A , ed  The  Pharmacological  Basis  of 
herapeutics,  ed  4 New  York,  The  Macmillan  Company,  1970.  3.  Vickers, 
N Gastroint.  Endosc.  14:94,  1967  4.  Mielke,  C.H  , Jr.,  and  Britten  A.F.H, 
ewEngl  J Med.  282: 1 270,  1970  (CorrespJ.  5.  Vernon,  W.G.:  Curr.  Therap. 
les.  14:801,  1972  6.  Schemer,  J J.:  Curr.  Therap  Res.  74  168,  1972.  7. 
/alker,  J M Curr  Therap  Res.  15:248,  1973.  8.  Friend,  D.G.:  Clin.  Pharma- 
ol.  Ther  5:871,  1964. 

tU.S.  Patent  No  2,895,877 

MpIMPTT  \ McNeil  Laboratories,  Inc. 
ifAl/IW  -*-1  AIj  J Fort  Washington,  Pa.  19034 


LEAVING 

TOWN 

40  ACRE 

IRRIGATED  FARM 


Urgent. 

Owner  must  sell. 

Near  1-10 

between  Phx.  and  Tucson, 
domestic  water, 
natural  gas, 
utilities, 

concrete  ditches, 

1 mile  to  town. 
Unbeatable  low  price 
and  very  easy  terms. 

Call  Owner 

9484453 


the  same  hat 
doesn’t  fit  everyone 


We  wear  the  hats  of  Democrats,  Republicans  and  Indeper 
ents.  But,  we’re  all  physicians  and  we  are  all  concerned.  Cc 
cerned  about  legislation  which  could  lead  to  the  destructi 
of  Freedom  of  choice  ...  or  the  physician-patient  relatic 
ship  ...  or  the  quality  of  health  care  . . . and  a lot  of  otl 
things.  That’s  why  we  decided  to  do  something  ...  to  get 
volved.  Some  of  us  just  offer  our  dues  dollars  while  otb 
actually  get  out  and  get  involved  in  the  campaigns  of  peo}; 
we  would  like  to  see  get  elected.  In  1972,  we  help 
elect  203  people  to  Congress  that  don’t  want  to  destroy  te 
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VOLUMINOUS  DIARRHEA 
ASSOCIATED  WITH 
INFANTIS  INFECTION  IN 
TWO  SIBLINGS 


Lonnie  K.  Zeltzer,  M.D. 

David  R.  Nalin,  M.D. 

Norbert  Hirschhorn,  M.D. 

ABSTRACT 

Two  brothers,  aged  five  and  fourteen  years, 
simultaneously  suffered  from  three  weeks  of  vol- 
uminous, watery  diarrhea,  over  two  liters  daily, 
associated  with  Salmonella  infantis  enteric  infec- 
tion. The  younger  child  died  suddenly.  Both 
had  past  histories  of  recurrent  diarrhea  and 
growth  retardation.  No  cause  for  the  prolonged 
and  severe  diarrhea  was  discovered  despite  many 
laboratory  and  radiographic  examinations.  At- 
tempts to  find  diarrheagenic  enterotoxin  from  the 
salmonella  strain  were  also  unsuccessful.  These 
two  patients  illustrate  an  unusual  and  devastat- 
ing manifestation  of  a usually  self-limited  illness. 

From:  “Cotswold,”  Southfield  Road,  Woldingham  Surrey, 

England  (Dr.  Zeltzer);  Dept,  of  Medicine  & Hygiene  & Public 
Health,  Johns  Hopkins  School  of  Medicine  (Dr.  Nalin);  Manage- 
ment Sciences  of  Health,  Cambridge,  Mass.  (Dr.  Hirschhorn). 
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INTRODUCTION 

Salmonella  enteritis  is  common,  but  volumin- 
ous, prolonged  diarrhea  is  rare  in  children.1  We 
report  here  two  siblings  simultaneously  affected 
by  such  an  illness  for  three  weeks.  Both  had  pre- 
vious bouts  of  diarrhea  and  growth  retardation 
in  infancy  and  early  childhood.  None  of  the 
conditions  often  associated  with  unusual  salmon- 
ella infections  was  found. 

CASE  REPORTS 

Two  brothers,  ages  five  and  fourteen  years, 
were  hospitalized  for  treatment  of  diarrhea.  A 
third  brother,  a cousin,  and  a grandmother  de- 
veloped diarrhea  during  the  same  week,  but  no 
cultures  were  obtained.  No  obvious  source  of 
salmonella  was  found;  all,  however,  had  sampled 
water  brought  by  trucks  from  a well  locally  sus- 
pected to  have  been  associated  with  other  out- 
breaks of  diarrhea. 

Patient  #1 

Present  illness.  The  younger  brother  had  green, 
watery  diarrhea  ten  days  prior  to  admission,  with 
vomiting  two  days  later.  Subsequently,  the 
output  became  large  and  he  was  admitted  to 
another  hospital  with  vomiting,  cramps,  fever, 
and  irritability.  Six  stool  examinations  and  cul- 
tures were  unrevealing.  When  diarrhea  persist- 
ed after  five  days  of  intravenous  therapy,  the  boy 
was  transferred  to  the  Tucson  Medical  Center. 

Past  history.  The  child  weighed  2.7  kilograms 
at  birth.  At  ten  days  of  age  he  suffered  diarrhea 
and  flatus  while  fed  evaporated  cow’s  milk,  and 
was  still  symptomatic  when  goat’s  milk  was  sub- 
stituted. Stool  cultures  were  initially  negative  but 
diarrhea  persisted  and  an  enteropathogenic  Esch- 
erichia coli  was  isolated  during  hospitalization  at 
six  weeks  of  age.  Remission  occurred  but  hos- 
pitalization at  four  months  and  again  at  five 
months  of  age  was  necessary  because  of  dehy- 
drating diarrhea  (although,  in  the  interval,  treat- 
ment with  a non-lactose  formula  seemed  success- 
ful and  cereals  were  well  tolerated).  Laboratory 
tests  during  these  three  admissions  showed  nor- 
mal sweat  chloride,  blood  count,  serum  electro- 
phoresis, normal  fecal  fat  content,  presence  of 
typsin  in  the  stool,  and  normal  radiographs  of 
the  chest.  Abnormal  findings  included  an  acid 
stool  (pH  5),  low  serum  calcium  and  phosphorous 
(6.9  and  2.9  mg  % respectively),  and  over  100,000 
colonies  of  E.  coli  per  cc  of  urine.  He  was  treat- 


ed with  ampicillin.  Diarrhea  persisted  and  the 
child  was  transferred  to  the  Los  Angeles  Chil- 
dren’s Hospital  where  feedings  of  breast  milk 
and  a non-lactose  formula  preceded  remission. 
At  this  time  lactose  and  sucrose  tolerance  tests 
were  normal;  roentgenographic  examinations  of 
the  chest,  kidney,  upper  and  lower  intestines 
were  also  normal.  He  continued  to  have  three  to 
four  loose  stools  a day  and  his  height  and  weight 
fell  below  the  third  percentile  on  the  Harvard 
growth  curves  chart. 

Several  months  before  the  present  illness  he 
was  again  hospitalized  for  diarrhea  and  again 
roentgenographic  examination  of  the  gastrointes- 
tinal tract,  serum  and  immunoelectrophoresis, 
hemoglobin  content,  sweat  chloride  were  nor- 
mal, as  was  a rectal  biopsy. 

Physical  examination.  We  found  an  extremely 
tense,  moderately  volume-depleted  child  who 
weighted  16.4  kilograms  (25th  percentile)  and 
stood  104  centimeters  tall  (10th  percentile).  The 
lips  were  parched  and  fissured,  and  there  was 
inflammation  at  several  arm  intravenous  infu- 
sion sites. 

Laboratory  determinations.  On  the  day  of  ad- 
mission the  child  showed  hyponatremia  (Na-j- 
116  mEq/L)  and  mild  hemoconcentration  (BUN 
29  mg  %),  corrected  by  intravenous  fluids  (Day 
3:  Na-+-  139  mEq/L,  BUN  9 mg  %).  After  volume 
replacement  a microcytic,  hypochromic  anemia 
was  noted  (hematocrit  33%,  hemoglobin  11.2 
gram  %).  The  prothrombin  time  was  prolonged 
(Day  6:  20.5  seconds,  control  13.3  seconds)  but 
responded  to  vitamin  K injection  (Day  7:  15.3 
seconds,  control  13.8  seconds);  occult  blood  was 
absent  in  the  stool.  Serum  carotene  was  12  meg 
% (normal  50-300  meg  %),  cholesterol  was  191 
mg  %;  serum  albumin  was  4.6  gm  %,  serum  glo- 
bulin was  2.7  gm  %;  serum  calcium  was  10.2 
mg  %;  liver  and  thyroid  function  tests  were  nor- 
mal, as  was  the  amino  acid  pattern  in  the  urine. 
Antinuclear  antibody  was  absent,  tuberculin  and 
coccidioidin  skin  tests  negative. 

Stool  electrolyte  concentrations  were  consis- 
tent with  voluminous  diarrhea  (Day  8:  Na-j-  123, 
K-|-  11.4  mEq/L).  Ova  and  parasites  were  not 
found.  Gastric  acid  was  present  (tested  by  Top- 
fer’s  Reagent).  A duodenal  aspirate,  aerobically 
handled,  was  sterile.  Three  stool  cultures  grew 
Salmonella  inf  antis  (first  positive  on  Day  8). 
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Course  in  hospital.  The  patient  passed  a total 
of  23.6  liters  of  green,  watery  diarrhea  during 
the  first  10  days  in  the  hospital.  I.V.  fluid  ther- 
apy (saline,  dextrose,  and  supplemental  potas- 
sium), and  oral  fluids,  including  a solution  of 
glycine,  glucose  and  electrolytes  begun  on  Day 
8, 2 were  provided  so  that  urine  volume,  skin  tur- 
gor and  tongue  moisture  remained  normal.  Vital 
signs  were  measured  several  times  a day  and 
were  consistently  normal.  The  patient  was  treat- 
ed with  ampicillin  starting  Day  9 (one  gram 
daily). 

On  the  evening  preceding  the  11th  hospital 
day,  lab  results  showed:  BUN  15  mg  %,  Na-f- 
135,  K+  5.9,  Cl-  93,  HC03-  17  meq/L.  A few 
hours  later  the  patient  was  coughing  vigorously. 
The  vital  signs  were:  P 104.  R 24,  T 98s.  One 
half-hour  later,  while  the  patient  was  having 
blood  drawn,  he  turned  dusky  and  had  a cardio- 
respiratory arrest.  Rescusitation  was  unsuccess- 
ful. 

Autopsy  findings.  A complete  autopsy  was  per- 
formed with  abnormalities  confined  to  the  res- 
piratory and  digestive  systems. 

a.  Respiratory  system:  Both  lungs  were  well 
aerated.  Several  large  variegated  clots  were 
found  in  the  major  branches  of  the  left  pulmon- 
ary artery,  consistent  with  antemortem  emboli- 
zation. These  occluded  primary,  secondary  and 
tertiary  branches.  The  vascular  occlusion  appear- 
ed to  be  of  recent  onset  and  the  emboli  contain- 
ed many  polymorphonuclear  leucocytes;  a gram 
stain  of  the  thromboemboli  failed  to  reveal  any 
micro-organisms  within  them. 

b.  Gastrointestinal  system:  The  esophagus  ap- 
peared normal.  The  stomach  was  moderately  di- 
lated and  contained  gas  as  well  as  clear,  slightly 
mucoid  fluid.  The  gastric  mucosa  was  extremely 
pale,  thin  and  the  gastric  musculature  markedly 
flaccid.  The  entire  length  of  the  small  bowel 
was  dilated  and  contained  gas  and  1-2  liters  of 
clear  yellow  fluid  and  its  wall  throughout  was 
extremely  thin  and  translucent  with  flat,  pale 
and  thin  mucosa.  Superficial  ecchymoses  were 
present  in  the  mucosa  of  the  ascending  colon. 
Mesenteric  lymph  nodes  and  the  spleen  were  en- 
larged and  sections  showed  sinus  histiocytic 
hyperplasia.  Microscopic  sections  all  along  the 
small  intestine  showed  slight  acute  mucosal  in- 
flammation with  increased  numbers  of  polymor- 
phonuclear cells  and  crypt  abscesses,  and  blunt- 


ed villi  with  epithelial  thinning.  In  the  colon 
patchy  acute  mucosal  inflammation,  with  crypt 
abscesses  and  abundant  mucus  production  were 
seen.  (These  sections  were  reviewed  by  Dr.  John 
H.  Yardley  of  the  Johns  Hopkins  Medical 
School.) 

Final  anatomic  diagnoses.  Pulmonary  throm- 
boemboli, left  pulmonary  artery;  acute  inflamma- 
tion and  non-specific  alterations  of  intestinal 
mucosa;  colitis. 

Patient  #2 

Present  illness.  The  older  brother  of  patient 
#1,  a fourteen  year  old,  had  two  weeks  of  green, 
loose  stools  (up  to  twelve  times  a day)  with  vom- 
iting, anorexia  and  irritability.  With  his  brother, 
he  was  admitted  to  another  hospital  (where  stool 
examinations  and  cultures  were  unrevealing)  and 
because  of  persistent  diarrhea  on  intravenous 
fluid  therapy  he  was  transferred  to  the  Tucson 
Medical  Center. 

Past  history.  He  weighed  2.7  kilograms  at 
birth  but  weight  gain  in  infancy  was  substand- 
ard. Like  his  brother  he  had  numerous  bouts  of 
diarrhea,  but  with  only  two  hospitalizations,  at 
ages  one  and  four  years.  During  the  four  months 
prior  to  the  present  illness  he  complained  regu- 
larly of  abdominal  cramps  which  were  relieved 
by  defecation.  He  appeared  to  tolerate  all  foods, 
however. 

Physical  examination.  The  boy  was  well  hy- 
drated, with  a weight  of  twenty-five  kilograms 
(under  the  3rd  percentile)  and  standing  150  centi- 
meters tall  (10th  percentile).  There  were  no  other 
abnormal  findings. 

Laboratory  examinations.  On  the  day  of  ad- 
mission and  thereafter  the  serum  electrolyte  con- 
tent was  normal;  there  was  no  anemia.  The 
serum  albumin  was  5.6  gm  %,  globulin  2.9  gm 
%.  Hypoprothrombinemia  (prothrombin  time 
23.2  seconds,  control  13.3)  was  completely  cor- 
rected by  intramuscular  vitamin  K.  Cholesterol 
level  was  223  mg  %.  Thyroid  function  was  nor- 
mal. Febrile  agglutinins  were  not  elevated,  anti- 
nuclear antibody  was  absent,  immune  globulins 
were  present  in  normal  amounts.  Blood  cultures 
were  negative.  Roentgenologic  examinations  of 
the  upper  and  lower  intestine  and  chest  were 
normal.  Ova  and  parasites  were  absent  in  the 
stool,  a proctoscopy  and  rectal  biopsy  were  nor- 
mal and  the  duodenal  aspirate  was  sterile  (aero- 
bic culture).  Gastric  acid  was  present  (by  Top- 
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TABLE  1.  Tests  of  S.  infantis  isolate  in  various  animal  model  systems1 


Test 


Effect  on  model  system  by: 

S.  infantis  isolate  Control  strain 


Cell-free  culture  filtrate  into  dog 
duodenum 

lie  La  cell  tissue  culture 

Mouse  challenge 

(intraperitoneal  injection) 

Starved,  opiated  guinea  pig 

Guinea  pig  cornea  (Sereny  test) 


Negative 

Whole  layer  killed  in 
4-5  hours 

LDr,„:  107  cells 

102  cells  p.o.  killed  animal 
No  inflammation 


V.  cholerae,2  positive 

S.  typhimurium,3  same  result 

S.  typhimurium,  LD50:  101  cells 

S.  typhimurium,  same  result 
S.  typhimurium,  no  inflammation 


Rabbit  ileal  loop  Invasive,  mild  to  moderatelyS.  typhimurium,  invasive,  severely 

inflammatory,  no  fluid  inflammatory,  produced  fluid  secretion 

secretion 


Search  for  Diarrheagenic  Enterotoxin 


fer’s  Reagent).  Salmonella  infantis  was  grown 
on  the  sixth  hospital  day  from  the  stool. 

Course  in  hospital.  The  patient  put  out  27.3 
liters  of  watery  stool  over  12  days  after  admis- 
sion. Fluid  balance  was  maintained  with  both 
intravenous  and  oral  fluids  including  a mixture 
of  glucose,  glycine  and  electrolytes  begun  on 
Day  8. 2 He  was  also  given  a gram  of  ampicil- 
lin  daily  for  two  weeks  beginning  on  the  ninth 
hospital  day,  with  cessation  of  diarrhea  by  Day 
12. 

The  patient  was  discharged  on  a gluten-free 
diet  and  remained  well  with  a 4.5  kilogram 
weight  gain  in  one  month.  On  readmission  at 
this  time  a jejunal  biopsy  was  performed  and 
showed  chronic  inflammation  in  the  lamina  pro- 
pria, mild  blunting  of  villi  and  increased  epi- 
thelial mitoses.  (Slides  reviewed  by  Dr.  John  H. 
Yardley,  Johns  Hopkins  Medical  School.)  The 
patient  was  admitted  for  the  third  time  eight 
months  later  for  follow  up  studies.  He  weighed 
thirty-four  kilograms  but  was  still  only  150  centi- 
meters tall.  There  had  been  no  diarrhea  in  the 
interim,  and  stool  cultures  were  negative.  Liver 
function  tests,  serum  levels  of  beta  carotene,  and 
human  growth  hormone  (the  latter  assayed  after 
arginine  and  insulin  stimulation)  were  normal. 
Absorption  of  D-xylose  was  normal,  and  sweat 
chloride  was  not  elevated.  Roentgenographic 
studies  showed  bone  age  one  year  behind  chron- 
ological age.  Eighteen  months  after  his  initial 
admission  growth  retardation  was  still  evident 
and  he  had  suffered  one  more  bout  of  diarrhea, 
not  requiring  hospitalization. 

We  tried  to  determine  the  mechanism  of  the 
voluminous  diarrhea.  Installation  of  a cell- 
free  culture  filtrate,  derived  from  the  isolated 


salmonella  strain,  into  canine  duodenum3  pro- 
duced no  fluid  while  cholera  exotoxin  did  (cour- 
tesy of  Dr.  Richard  Guerrant).  Dr.  Samuel  B. 
Formal  (Walter  Reed  Army  Institute  of  Re- 
search) tested  the  salmonella  strain  in  several 
animal  model  systems.4  The  results,  on  Table  1, 
indicate  that  our  isolate  was  cytotoxic,  caused 
death  in  guinea  pigs,  invaded  and  inflamed  rab- 
bit ileum,  but  elicited  no  fluid  production.  The 
control  strain  of  S.  typhimurium  came  from  a 
patient  with  prolonged  voluminous  diarrhea5  and 
regularly  causes  a positive  loop.  It  appeared 
more  virulent  toward  mice  and  inflammatory 
to  rabbit  ileum. 

Since  some  non-“enteropathogenic”  Escheri- 
chia coli  serotypes  produce  an  enterotoxin  caus- 
ing cholera-like  disease,6  Dr.  R.  B.  Sack  tested 
10  strains  of  stool  E.  coli  from  each  of  our  pa- 
tients in  the  rabbit  ileal  loop  model.6  None  pro- 
duced fluid  in  the  loops. 

COMMENTS 

While  isolation  of  Salmonella  infantis  from  the 
stools  of  these  boys  does  not  prove  causality 
it  was  the  only  finding  which  could  explain  the 
origin  of  their  illness.  The  occurrence  of  volum- 
inous diarrhea  associated  with  Salmonella  in- 
fantis infection  poses  three  questions  for  which 
we  have  few  answers.  1 ) Did  repeated  episodes 
of  diarrhea  and  growth  retardation  predispose 
directly  — or  through  a common  mechanism  — 
to  the  prolonged  diarrhea?  2)  Do  some  salmon- 
ella serotypes  elaborate  a diarrheagenic  entero- 
toxin akin  to  those  of  Vibrio  cholerae,  Escheri- 
chia coli  or  Shigella  dysenteriae?7  3)  What 

Table  J : 

■References  3,  4,  6. 

2V.  cholerae  Inaba. 

3S.  typhimurium  isolated  from  patient  with  voluminous  diarrhea 
(5),  TML  strain. 
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caused  the  fatal  pulmonary  embolism  in  the 
younger  brother? 

1)  In  spite  of  the  history  of  repeated  epi- 
sodes of  diarrhea,  and  evidence  of  growth  re- 
tardation neither  boy  had  clinical  or  biochem- 
ical findings  of  typical  protein-calorie  malnutri- 
tion. In  the  absence  of  diarrhea,  intestinal  mal- 
absorption was  not  found,  hence  the  existence 
of  a chronic  Sprue  syndrome  was  unlikely;  the 
normal  levels  of  cholesterol  and  serum  albumin, 
and  absence  of  megaloblastic  anemia  in  both 
boys  support  this  view.  Some  of  the  non-specific 
inflammatory  changes  found  in  their  small  intes- 
tines are  similar  to  those  seen  in  Asian  patients 
who  are  either  “normal,”  or  suffer  acute  or 
chronic  diarrhea,8  but  are  also  compatible  with 
salmonella  enteritis  itself.9  Nonetheless  it  is  pos- 
sible that  prolonged  enteritis  in  these  boys  oc- 
curred because  of  pre-existing  bowel  damage 
or  that  deficiency  of  some  unidentified  intestinal 
protective  mechanism  permitted  repeated  bouts 
of  diarrhea,  of  which  severe  salmonella  enteritis 
was  but  one.  Diseases  which  predispose  to  severe 
salmonellosis  (generally  the  septic  variety),  such 
as  immune-deficiency  states,  hemolysis,  sickle 
cell  anemia  or  the  leukemia-lymphoma  group10 
were  not  present  in  these  boys.  Profuse  salmon- 
ella enteritis  probably  occurs  more  often  in  pa- 
tients with  achlorhydria.5  While  total  acid  pro- 
duction was  not  tested,  our  two  patients  had  gas- 
tric juice  with  pH  at  least  below  3.5. 

'2)  It  is  now  known  that  the  voluminous,  wa- 
tery diarrhea  seen  in  cholera  is  due  to  an  entero- 
toxin  elaborated  by  the  vibrio  which  induces 
fluid  secretion  presumably  by  a stimulating  ac- 
tion on  the  adenyl  cyclase-cyclic  AMP  system.11 
E.  coli  isolated  from  the  upper  small  bowel  of 
patients  with  “non-specific”  watery  diarrhea  also 
secrete  an  enterotoxin  which  stimulates  intestinal 
cell  adenyl  cyclase.12  Neither  of  these  organisms 
are  invasive  in  the  intestine.  The  clinical  course 
of  our  patients,  however,  differs  from  cholera 
and  coliform  enteritis  chiefly  by  the  prolonged 
duration  and  evidence  of  marked  musocal  in- 
flammation. Recently,  Gianella  and  associates13 
indicated  that  only  those  strains  of  S.  typliunur- 
ium  which  invade  rabbit  ileal  mucosa  can  elicit 
mucosal  inflammation  and  fluid  secretion  (al- 
though a cell-free  enterotoxin  was  not  found); 
yet,  like  the  strain  we  isolated,  some  invasive 
strains  evoke  inflammation  without  secretion. 
They  postulated  that  some  additional  factor 


causes  fluid  secretion.  Our  data  suggest  that 
host  factors  may  contribute  to  the  severity  of 
diarrhea. 

3)  The  five  year  old  probably  died  of  pul- 
monary emboli,  whose  origins  are  unknown. 
Conceivably  they  arose  from  inflamed  arm  veins 
used  for  multiple  intravenous  infusions,  although 
such  circumstances  much  more  often  cause  sep- 
ticemia than  embolism.  With  the  development 
of  oral  glucose  and  electrolyte  solutions,  with  or 
without  glycine,2' 1416  voluminous  or  prolonged 
diarrheal  losses  can  be  replaced  even  in  infants 
with  a considerable  reduction  in  intravenous  re- 
quirements and  the  risks  associated  with  paren- 
teral therapy. 
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BRONCHOSCOPY  REVISITED 

Clifford  R.  Rauscher,  M.D. 

Preston  F.  Smith,  M.D. 


HISTORICAL  PERSPECTIVE 

Rigid  bronchoscopy  has  been  a valuable  clin- 
ical tool  in  pulmonary  disorders  since  its  intro- 
duction by  Jackson  in  the  early  1900’s.  However, 
with  the  introduction  of  the  flexible  broncho- 
fiberscope  by  Ikeda  in  1968,  the  entire  field  of 
bronchoscopy  has  taken  on  an  exciting  new  di- 
mension. This  unique  instrument  has  opened  a 
new  era  in  the  earlier  diagnosis  of  intrabron- 
chial  lesions  and  has  proven  to  be  a major  ad- 
vance in  the  diagnosis  and  management  of  bron- 
chopulmonary diseases.  In  September,  1973  the 
first  postgraduate  conference  devoted  exclusive- 
ly to  the  use  of  the  flexible  bronchofiberscope 
was  held  and  served  as  a forum  for  the  exchange 
of  ideas  and  experiences  for  its  200  physicians 
in  attendance. 

CLINICAL  APPLICATION 

With  its  first  clinical  application  in  1968  the 
bronchofiberscope  was  intended  for  insertion 
through  a metal  bronchoscope  or  endotracheal 
tube.  Early  dissatisfaction  with  the  complexity  of 
this  method  led  to  an  attempt  at  direct  trans- 
nasal passage.  Largely  through  the  pioneering 
efforts  of  Smiddy  and  Associates  this  transnasal 
technique  was  perfected  and  popularized.  It  was 
not  until  the  advent  of  direct  transnasal  fiber- 
optic bronchoscopy  that  the  clinical  efficacy  of 
this  instrument  was  fully  appreciated.  After  ade- 
quate familiarization  with  the  instrument  and 

From:  Affiliated  Pulmonary  Physicians,  Ltd.,  St.  Luke’s  Hos- 
pital Medical  Center,  (Dt.  Rauscher  and  Dr.  Smith). 


the  technique,  thorough  examinations  have 
proven  to  be  simple,  rapid,  and  extremely  well 
tolerated  by  patients. 

Chest  physicians  trained  in  fiberoptic  bron- 
choscopy agree  that  the  procedure  has  several 
distinct  advantages  over  rigid  bronchoscopy: 

(1)  Increased  visual  range,  with  routine  exam- 
ination beyond  the  tertiary  bronchial  divisions. 

(2)  Minimal  discomfort  to  the  patient. 

(3)  Direct  and  indirect  biopsy  of  many  tumors 
previously  inaccessible. 

(4)  Routine  use  in  the  Intensive  Care  Unit 
with  removal  of  obstructing  plugs  and  secretions 
in  both  medical  and  post-surgical  patients. 

(5)  Permits  examination  in  patient  with  cer- 
vical problems  which  preclude  neck  extension. 

(6)  Improved  photography  and  cinematog- 
raphy of  airway  dynamics  during  respiration. 

THE  TRANSNASAL  TECHNIQUE 

The  transnasal  technique  will  now  be  briefly 
described.  Following  an  overnight  fast,  the  pa- 
tient is  pre-medicated  with  50  to  100  mg  of 
secobarbital,  30  to  60  mg  of  codeine  to  suppress 
the  cough  reflex  and  0.4  to  0.8  mg  atropine  de- 
pending on  size  and  emotional  state,  approxi- 
mately 30  to  45  minutes  before  the  procedure. 
Then  an  IPPB  treatment  is  given  with  a bron- 
chodikitor  and  4%  lidocaine  for  topical  anesthesia 
of  the  tracheobronchial  tree.  After  the  patient 
has  been  seated  comfortably,  topical  anesthetic 
is  sprayed  into  the  nose  and  oropharynx  with  a 
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hand  bulb  nebulizer.  The  preferred  anesthetic 
has  been  lidocaine  with  the  total  dose  never 
exceeding  100  mg  per  procedure.  Phenylephrine 
is  occasionally  useful  in  the  nose  for  reducing 
nasal  mucosal  swelling.  After  the  nose  and  oro- 
pharynx have  been  anesthetized,  the  distal  end 
of  the  bronchofiberscope  is  coated  with  2cc  lido- 
caine or  other  lubricant  jelly  and  passed  under 
direct  vision,  under  the  inferior  turbinate,  to  a 
position  where  the  vocal  cords  can  be  visualized. 
Anesthetic  is  injected  onto  the  chords  and  into 
the  trachea,  which  usually  produces  transient 
coughing.  A pause  for  one  to  three  minutes 
after  this  injection  in  order  to  get  maximum 
anesthesia  permits  easier  passage  through  the 
cords  and  down  the  trachea.  During  this  pause 
it  is  quite  easy  to  make  a rapid,  thorough  inspec- 
tion of  the  entire  glottis  for  any  pathology  for 
other  abnormalities.  The  remainder  of  the  tra- 
cheobronchial tree  is  anesthetized  by  injecting 
about  5 cc  of  anesthetic  solution  into  each  upper 
lobe  orifice  if  the  IPPB  method  is  not  utilized. 
Additional  anesthesia  may  be  needed  as  the 
bronchofiberscope  is  advanced  into  the  seg- 
mental branches  and  beyond. 

The  flexible  tip  permits  easy  access  to  all 
segmental  bronchi  and  the  small  diameter  allows 
entry  into  the  sub-segmental  and  sub-sub  seg- 
mental bronchi  with  visualization  of  more  peri- 
pheral divisions.  Oral  intake  is  not  permitted  for 
one  hour  following  the  procedure.  Post-bron- 
choscopy cytology  is  collected  during  that  hour 
if  bronchial  neoplasm  is  suspected.  The  bron- 


choscope is  cleaned  by  suctioning  through  the 
aspiration  channel  and  rinsing  the  external  sur- 
face with  70%  alcohol  followed  by  sterile  nor- 
mal saline  before  and  after  each  procedure. 
Cultures  from  the  bronchoscope  for  bacteria, 
fungus  and  AFB  confirm  the  adequacy  of  this 
method  of  cleansing  the  instrument.  Alternative 
cleaning  methods  utilizing  betadine  or  gas  ster- 
ilization are  equally  effective. 

YIELD  FROM  DIAGNOSTIC 
BRONCHOSCOPY 

The  simplicity  of  transnasal  diagnostic  bron- 
choscopy and  excellent  patient  acceptance  have 
resulted  in  earlier  and  more  frequent  visualiza- 
tion of  the  tracheobronchial  tree  in  the  evalua- 
tion of  patients  with  unexplained  pulmonary 
symptoms  or  abnormal  chest  roentgenograms. 

Bacteriologic  studies  on  samples  obtained  by 
aspiration  of  visualized  secretions  or  saline  irri- 
gation generally  avoid  the  problem  of  contamin- 
ation by  upper  respiratory  flora  and  may  yield 
important  diagnostic  information,  particularly 
in  the  patient  unable  to  produce  sputum. 

Pathologic  diagnosis  of  bronchogenic  carcin- 
oma was  initially  limited  to  cytologic  examina- 
tion of  specimens  obtained  by  brush  biopsy  of 
bronchial  washings  through  the  aspiration  chan- 
nel of  the  instrument.  The  accumulated  cellular 
material  was  then  quickly  transferred  to  a glass 
slide  for  Papanicolaou  examination  or  agitated 
in  a solution  of  saline  or  ringers  solution  and 
passed  through  a millipore  filter,  being  then 
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stained  and  examined  by  light  microscopy.  A 1 
mm  diameter  biopsy  forceps  became  available 
in  1971  adding  the  capability  of  bite  biopsy  of 
visualized  intrabronchial  tumor.  Because  of  its 
size  and  fragile  construction  it  was  not  mech- 
anically capable  of  biopsying  normal  bronchial 
mucosa  or  submucosal  tumor.  In  1972  newer 
bronchoscopes  were  developed  with  a 2 mm 
diameter  channel  with  biopsy  forceps  which 
yielded  a larger  piece  of  tissue  and  with  the 
capability  of  biopsying  normal  bronchial  mu- 
cosa. Within  recent  months  newer  types  of  biopsy 
instruments  and  currettes  have  become  avail- 
able to  assist  in  biopsying  lesions  in  those  loca- 
tions where  the  standard  biopsy  instrument 
can’t  be  used  effectively. 

Combination  of  transnasal  bronchoscopy  with 
image  intensification  fluoroscopy  permits  brush 
biopsy  sampling  through  a directed  catheter 
technique  and  selective  bronchography  for  study 
of  peripheral  lung  lesions. 

Adequate  color  still  photographs  can  be  quick- 
ly obtained  with  the  tungsten  light  source,  prov- 
ing useful  in  recording  visualized  abnormalities 
for  review  by  consultants  and  as  teaching  aids. 
With  the  substitution  of  a zenon  light  source, 
motion  pictures  or  television  transmission  and 
videotape  recording  have  been  of  value  in  re- 
cording dynamic  events  and  as  teaching  aids. 

COMPLICATIONS 

Recently  Smiddy  reported  on  the  complica- 
tion of  fiberoptic  bronchoscopy  in  over  24,000 
procedures.  This  study  utilized  the  questionnaire 
format  and  tabulated  the  results  from  190  bron- 
choscopists  throughout  the  United  States  who 
are  actively  using  the  instrument  in  their  med- 
ical practices.  Excessive  premedication  or  exces- 
sive topical  anesthesia  were  responsible  for  22 
adverse  reactions,  11  requiring  resuscitative 
measures  and  one  mortality.  Laryngospasm  and 
bronchospasm  were  occasional  but  usually  tran- 
sient problems  that  could  be  largely  prevented 
by  utilizing  adequate  anesthesia  prior  to  pas- 
sage through  the  vocal  cords.  In  the  entire  se- 
ries of  24,000  procedures,  respiratory  compro- 
mise resulted  in  three  major  complications  and 
a single  mortality.  Significant  cardiac  arrhythmias 
were  rare  and  were  related  to  underlying  car- 
diac disease,  respiratory  compromise  or  anes- 
thetic overdosage.  The  complication  rates  in 
24,000  procedures  involved  0.2%  minor  compli- 
cations which  resolved  spontaneously  without 


sequelae,  0.08%  major  complications  which  re- 
quired treatment  but  did  not  lead  to  perman- 
ent sequelae  and  0.01%  mortality. 


PRECAUTIONS 

The  cardiorespiratory  complications  which 
arose  were  largely  related  to  the  presence  of 
underlying  disease  states.  Pulmonary  function 
studies  and  arterial  blood  gases  should  routinely 
be  obtained  prior  to  bronchoscopy  in  patients 
with  respiratory  symptoms.  Patients  with  severe 
airways  obstruction  (FEV:  0.5L)  or  hypoxemia 
(PaCh  50mm  Hg.)  are  at  greater  risk  for  com- 
plications. In  such  patients  the  information  to 
be  gained  must  be  carefully  weighed  against 
the  risk.  Patients  with  active  bronchitis  or  hyper- 
active bronchial  trees  are  more  likely  to  develop 
coughing  or  wheezing  during  the  procedure.  A 
period  of  preparation  with  antibiotics,  broncho- 
dilators,  aerosol  therapy  and  chest  physiotherapy 
prior  to  broncoscopy  will  facilitate  examination, 
decrease  untoward  side-effects  and  improve  pa- 
tient comfort. 


SUMMARY 

The  flexible  bronchofiberscope  has  improved 
the  extent  and  quality  of  visual  access  to  the 
tracheobronchial  tree.  The  technique  of  trans- 
nasal passage  is  simple,  rapid  and  extremely  well 
tolerated  by  patients  resulting  in  earlier,  more 
frequent  application  of  bronchoscopy  with  im- 
proved yield  of  diagnostic  information.  Thera- 
peutic bronchoscopy  is  a safe  and  useful  adjunct 
in  the  management  of  patients  in  respiratory 
failure  and  will  be  discussed  in  a subsequent 
paper.  Perhaps  most  importantly,  it  returns  a 
previously  discarded,  but  valuable  diagnostic 
and  therapeutic  technique  to  the  armamentar- 
ium of  the  pulmonary  internist. 
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THERAPEUTIC  FIBEROPTIC  BRONCHOSCOPY 

Clifford  R.  Rauscher,  M.D. 

Preston  F.  Smith,  M.D. 


In  a preceding  paper  the  clinical  usefulness 
and  diagnostic  value  of  the  flexible  broncho- 
fiberscope  was  reviewed.  In  this  paper  we  would 
like  to  discuss  its  therapeutic  usefulness  in  a 
wide  variety  of  clinical  situations. 

Accumulation  and  inspissation  of  bronchial 
secretions  have  long  been  recognized  as  major 
pathophysiologic  factors  leading  to  respiratory 
failure,  particularly  in  patients  with  chronic  ob- 
structive lung  disease.  In  the  past,  conventional 
rigid  bronchoscopy  was  recommended  only  as 
a last  resort  because  its  therapeutic  value  was 
far  outweighed  by  its  associated  hazards.  It  was 
soon  discovered  that  direct  passage  of  the  flex- 
ible bronchofiberscope  through  an  endotracheal 
tube  or  tracheostomy  tube  was  possible  and  per- 
mitted rapid  assessment  of  (1)  tube  placement, 
(2)  airway  patency,  and  (3)  adequacy  of  secre- 
tion removal. 

Initially,  the  bronchofiberscope  was  used  for 
brief  intermittent  periods  with  the  endotracheal 
tube  disconnected  from  the  ventilator.  However, 
with  the  development  of  an  adaptor  assembly, 
therapeutic  bronchoscopy  could  be  done  in  pa- 
tients with  endotracheal  or  tracheostomy  tubes 
while  on  a volume  ventilator.  Insertion  of  the 
adaptor  between  the  ventilator  and  endotracheal 
or  tracheostomy  tube  connections  permits  con- 
tinuous mechanical  ventilation  during  bronchos- 
copy without  interfering  with  adequate  alveolar 
ventilation.  The  adaptor  is  constructed  by  se- 
curing a cylinder  enclosing  an  inflatable  cuff  or 
a slitted  diaphragm  to  the  suction  port  of  an 
anesthetic  elbow.  Inflation  of  the  balloon  around 
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the  bronchofiberscope  produces  an  airtight  seal 
and  maintains  a closed  system. 

To  insure  safety  of  the  procedure,  the  effect 
of  the  bronchofiberscope  on  flow  resistance  and 
on  blood  gas  homeostasis  was  studied.  In  vitro 
studies  of  flow  resistance  through  endotracheal 
tubes  of  various  internal  diameters  demonstrated 
a critical  rise  in  resistance  through  tubes  of  8mm 
or  smaller.  This  correlated  with  our  clinical  ex- 
perience in  that  adequate  ventilation  during  the 
procedure  could  be  maintained  only  when  an 
8.5mm  or  larger  tube  was  used  (Fig.  1). 

Arterial  blood  gas  measurements  were  moni- 
tored in  ten  patients  undergoing  fiberoptic  bron- 
choscopy from  an  indwelling  brachial  artery 
cannula  at  two-minute  intervals  during,  and  at 
10  and  60  minutes  following  the  procedure. 
Continuous  suctioning  caused  hypoventilation 
unless  compensated  by  increasing  the  tidal  vol- 
ume to  maintain  stable  expired  minute  ventila- 
tion. Coughing  also  produced  inadequate  ven- 
tilation but  could  be  alleviated  by  instilling  a 
few  cc  of  0.25  per  cent  lidocaine.  None  of  the 
patients  studied  experienced  clinical  or  labora- 
tory evidence  of  hypoxemia.  In  patients  with 
endotracheal  tubes  smaller  than  8.55mm  internal 
diameter,  it  was  not  possible  to  maintain  stable 
minute  ventilation.  On  the  basis  of  these  studies 
bronchoscopy  may  be  performed  for  two-min- 
ute periods  interspersed  with  equal  periods  of 
unobstructed  ventilation  without  significant  al- 
teration in  arterial  blood  gas  values. 

The  most  frequent  findings  in  patients  with 
respiratory  failure  have  been  the  presence  of 
obstructing  bronchial  secretions,  either  fluid, 
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FLOW  L/MIN 

Thus  graph  demonstrates  the  increasing  resistance  and 
decreasing  flow  with  decreasing  tube  diameter.  Adequate 
oxygenation  cannot  be  maintained  with  an  interval  tube 
diameter  of  less  than  8.5  mm.  The  lower  portion  of  the 
graph  shows  the  flow  resistance  characteristics  of  the 
endotracheal  tubes  alone.  (Figure  1) 

viscid  or  inspissated  into  solid  plugs.  These  are 
usually  present  in  these  patients  despite  a vigor- 
ous program  of  bronchial  hydration  and  conven- 
tional endotracheal  suctioning.  Secretions  are 
removed  by  direct  aspiration  through  the  bron- 
chofiberscope  and  plugs  may  be  dislodged  or 
mechanically  disrupted  and  aspirated  directly. 
Localized  lung  lavage  with  saline  or  dilute  ace- 
tyl cysteine  facilitates  removal  of  additional  sec- 
retions and  plugs  from  the  subsegmental  order 
of  bronchi  and  beyond.  Removal  of  obstructing 
secretions  usually  results  in  therapeutic  improve- 
ments as  determined  by  increased  PaCL  or  by  an 
improvement  in  lung  compliance  (tidal  volume/ 
ventilator  pressure.) 

In  the  majority  of  instances  atelectatic  seg- 
ments or  lobes  have  re-expanded  following  bron- 
choscopic  removal  of  obstructing  secretions.  In  a 
few  instances  failure  to  re-expand  suggests  more 
distal  obstruction,  pneumonia  or  non-obstructive 
atelectasis. 

Another  area  of  major  benefit  has  been  the 
capability  of  obtaining  a quick  visual  diagnosis 
of  endotracheal  tube  obstruction.  A variety  of 
mechanisms  of  clinically  significant  tube  obstruc- 


tion which  have  been  visually  documented  in- 
clude the  following:  (1)  placement  of  the  endo- 
tracheal tube  tip  distal  to  the  carina,  (2)  over- 
inflation of  the  cuff  with  mechanical  collapse  of 
the  tube  wall,  (3)  extension  of  an  over-inflated 
cuff  over  the  tip  of  the  tube  orifice,  (4)  malposi- 
tion of  fixed-curved  tracheostomy  tubes  with  the 
trachea  resulting  in  abutment  of  the  tube  lumen 
against  either  the  anterior  or  posterior  tracheal 
wall.  A rapid  visual  assessment  of  the  problem 
permits  a prompt  correction  of  the  obstructive 
mechanism. 

In  recent  years  the  problems  of  tracheal  ero- 
sion and  stricture  have  plagued  physicians.  Util- 
izing the  bronchofiberscope,  mucosal  damage 
from  endotracheal  and  tracheostomy  tube  cuffs 
or  from  suction  catheters  can  be  easily  diag- 
nosed, evaluated  and  followed.  In  cases  of  sus- 
pected aspiration,  the  bronchofiberscope  provides 
rapid  confirmation  of  the  clinical  suspicion  and 
facilitates  removal  of  gastric  contents. 

In  recent  years  collapse  of  major  airways  with 
expiration  has  been  suspected  clinically  in  pa- 
tients with  severe  obstructive  airways  disease. 
It  is  now  possible  to  document  the  degree  of  air- 
way narrowing  and  to  study  the  dynamics  of 
the  airways  during  both  phases  of  respiration. 
Partial  correction  of  severe  bronchial  collapse 
by  application  of  continuous  positive  airway 
pressure  may  be  useful  in  some  of  these  pa- 
tients. 

Many  patients  in  respiratory  failure  from  a 
variety  of  causes  including  chest  trauma,  neuro- 
logical diseases,  postoperative  problems  or 
chronic  obstructive  airways  disease  require  mul- 
tiple bronchoscopies  for  control  of  secretions, 
removal  of  obstructing  plugs  causing  atelectasis 
or  the  other  indications  mentioned  above.  The 
flexible  bronchofiberscope  has  become  a stand- 
ard item  of  equipment  in  the  intensive  or  respira- 
tory care  unit. 

SUMMARY 

With  the  clinical  introduction  of  the  flexible 
bronchofiberscope,  bedside  therapeutic  bron- 
choscopy can  provide  a rapid,  safe  and  effective 
method  for  the  removal  of  retained  secretion 
and  mucous  plugs,  permit  adequate  cultural  col- 
lection, and  provide  evaluation  of  endotracheal 
tube  placement  and  patency.  In  contrast  to  con- 
ventional bronchoscopy,  therapeutic  broncho- 
fiberoscbpy  can  be  used  safely  as  a routine  pro- 
cedure in  all  intubated  patients  in  respiratory 
failure. 
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REMOVAL  OF  COLONIC  POLYPS  BY  FIBEROPTIC 
COLONOSCOPY  — A REPORT  OF  30  POLYPECTOMIES 


Arthur  D.  Shiff,  M.D. 
Robert  E.  Kravetz,  M.D. 


THIRTY  POLYPS,  RANGING  FROM  1 TO  3 CM.,  WERE  SUCCESSFULLY  REMOVED 
FROM  THE  UPPER  SIGMOID  AND  MID-DESCENDING  COLON  BY  USING  A FIBER- 
OPTIC COLONOSCOPE  WITH  A POLYPECTOMY  SNARE.  TWO  PATIENTS  DEVEL- 
OPED A SMALL  AMOUNT  OF  RECTAL  BLEEDING.  THIS  PROCEDURE  IS  DIFFICULT 
AND  POTENTIALLY  HAZARDOUS  AND  SHOULD  BE  ATTEMPTED  ONLY  BY  A 
PHYSICIAN  EXPERIENCED  IN  COLONOSCOPY. 


The  indications  for  removal  of  colonic  polyps 
has  been  a subject  of  major  surgical  debate.  In 
general,  the  larger  polyps  (greater  than  1.5  cm.) 
are  more  likely  to  be  malignant  and  should  be 
considered  for  removal.1  When  the  polyp  is  lo- 
cated below  the  peritoneal  reflection,  it  can  eas- 
ily be  fulgurated  or  removed.  When  it  is  higher 
such  removal  is  hazardous  and  when  it  is  above 
the  reach  of  the  standard  sigmoidoscope  laparo- 
tomy is  needed.  With  the  advent  of  the  fiber- 
optic colonscope  and  the  recent  development  of 
the  polypectomy  snare,  polyps  can  now  be  re- 
moved from  all  areas  of  the  colon  without  lap- 
arotomy or  extensive  hospitalization. 

METHODS 

The  patient  must  adhere  to  a clear  liquid  diet 
for  48  hours  prior  to  the  polypectomy.  He  is  ad- 
mitted to  the  hospital  on  the  afternoon  prior  to 
the  procedure.  Coagulation  studies  and  other 
routine  pre-operative  lab  work  are  performed. 
Two  units  of  blood  are  typed  and  cross  matched. 
A non-absorbable  oral  antibiotic  such  as  kanamy- 
cin  is  administered  for  48  hours  before  the  pro- 
cedure. All  preparations  are  made  with  the 
possibility  that  surgery  may  be  needed  if  a com- 
plication, such  as  excessive  bleeding,  should 
occur.  The  patient  also  receives  2 ounces  of 
castor  oil  the  evening  prior  to  colonoscopy  and 
tap  water  enemas  on  the  morning  of  the  poly- 
pectomy. Pre-medication  usually  consists  of  me- 
peridine, diazepam  and  atropine.  The  procedure 

Reprint  requests  to  909  E.  Brill  St.,  Phoenix,  AZ  (Dr.  Shiff  and 
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is  performed  in  the  endoscopy  room  instead  of 
the  operating  suite. 

After  the  polyp  is  located,  the  polypectomy 
snare  is  inserted  through  the  instrument’s  biopsy 
channel  (Fig.  1)  and  the  loop  is  manipulated 
over  the  top  of  the  polyp  and  tightened  around 
the  stalk.  Coagulating  and  cutting  currents  are 
then  applied  and  the  polyp  is  thereby  severed 
from  its  stalk  and  removed  for  histologic  exam- 
ination. (Fig.  2).  Carbon  dioxide  is  infused 
through  the  colonoscope  during  the  polypectomy 


Figure  1 

The  polypectomy  snare  has  been  inserted  through 
the  biopsy  channel  of  the  colonoscope.  It  is  shown  in 
the  closed  and  open  position. 
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Figure  2 

Colon  polyp  with  stalk. 


to  prevent  explosion  of  volatile  gases.  The  pa- 
tient is  discharged  on  the  following  day  and 
is  instructed  to  remain  at  a low  level  of  activity 
and  to  remain  on  a low  roughage  diet  for  one 
week. 

RESULTS 

Over  the  past  8 months  we  have  removed 
30  polyps  from  25  patients  who  ranged  in  age 
from  44-76  years.  Most  of  the  polyps  were  in 
the  upper  sigmoid  and  in  the  mid-descending 
colon.  The  polyps  ranged  from  1 cm.  to  3 cm. 
with  most  of  them  being  2 cm.  in  diameter.  All 
were  benign. 

Two  patients  developed  a small  amount  of 
rectal  bleeding  but  neither  required  a blood 
transfusion.  Outside  of  mild  abdominal  discom- 
fort the  procedure  was  well  tolerated.  Two  pa- 
tients with  advanced  chronic  obstructive  lung 
disease  underwent  the  polypectomy  without  dif- 
ficulty. 

DISCUSSION 

Colonoscopy  has  been  of  major  diagnostic  use 
in  confirming  the  presence  of  lesions  seen  on 
barium  enema  studies,  in  examining  an  anasto- 
mosis after  cancer  surgery,  in  finding  the  cause 
of  otherwise  unexplained  rectal  bleeding  and  in 
other  important  diagnostic  areas.2’ 3 (Table  1). 
The  therapeutic  application  of  colonoscopy  for 


Table  1 

INDICATIONS  FOR  COLONOSCOPY 

1.  Confirmation  of  x-ray  findings. 

2.  Unexplained  lower  intestinal  bleeding. 

3.  Follow-up  of  patients  who  have  had  polyps. 

4.  Evaluation  of  the  anastomosis  after  cancer  surgery. 

5.  Evaluation  of  patients  with  long-standing  ulcerative 
colitis. 

6.  Colonic  cytology. 

7.  Polypectomy. 

polyps  above  the  reach  of  the  sigmoidoscope 
allows  the  removal  of  such  lesions  with  a min- 
imal risk  with  the  snare  electrosurgical  techni- 
que.4 This  procedure  makes  a laparotomy  with 
its  high  morbidity  rate5  unnecessary  and  allows 
the  patient  to  be  discharged  on  the  day  follow- 
ing the  polypectomy.  Although  one  medical  cen- 
ter6 is  now  reporting  performing  polypectomy  on 
an  outpatient  basis  in  selected  patients,  we  favor 
a conservative  approach  with  hospitalization  for 
24  hours  after  the  procedure. 

Transcolonoscopic  polypectomy  is  difficult 
and  potentially  hazardous  and  should  be  at- 
tempted only  after  one  develops  facility  with 
diagnostic  colonoscopy.4 
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ADDENDUM 

Since  our  article  was  submitted,  we  have  re- 
moved polyps  from  the  ascending  and  proximal 
transverse  colon.  Two  polyps  were  initially 
thought  to  be  benign  based  on  x-ray  and  endo- 
scopic appearances  but  were  found  to  be  malig- 
nant on  histologic  examination.  One  patient  re- 
quired blood  transfusions  for  post-polypectomy 
bleeding. 
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ON  THE  TREATMENT  OF  TERMINAL  & HOPELESS  PATIENTS 


Two  recent  actions  at  various  levels  of  our 
legal  system  would  seem  to  legitimize  euthana- 
sia, or  mercy  killing.  By  definition  such  acts  are 
of  two  varieties:  1)  The  overt  act  of  taking  a life 
that  seems  to  be  meaningless,  and  2)  the  precipi- 
tation of  death  by  withholding  ordinary  means 
of  support.  It  does  not  seem  possible  that  the 
ramifications  of  these  decisions  will  not  make 
some  people,  including  a few  physipians,  bolder 
in  carrying  out  more  acts  of  similar  nature  in 
the  future  unless  organized  medicine  reaffirms 
its  historic  position  in  this  regard.  Ordinary 
means  of  support  means  only  fluids,  nutrition, 
medications  for  pain  and  restlessness,  and  hy- 
gienic care.  This  is  all  that  is  required  in  termi- 
nal and  hopeless  conditions.  Thus,  death  can  be 
dignified.  Antibiotics,  diagnostic  and  surgical 
procedures  are  considered  to  be  extraordinary 
means  of  care  and  are  not  indicated  or  required. 


It  is  not  necessary  to  enter  into  a legal  agree- 
ment with  relatives  or  to  advise  them  to  sign  a 
document  which  can  only  increase  their  anxiety 
about  their  role  in  the  anticipated  death  of  their 
loved  one  in  these  conditions.  It  is  important  to 
have  formed  consultation  in  any  questionable 
situation.  Physicians  are  urged  to  review  their 
knowledge  about  “ordinary”  and  “extraordinary” 
means  of  support  of  patients  who  are  terminal 
or  who  have  hopeless  medical  conditions.  Main- 
tenance of  ordinary  means  of  care  is  appropriate. 
This  rarely  prolongs  life  and  fulfils  the  ethical 
and  moral  standards  of  the  American  Medical 
Association  and  the  Catholic,  Jewish,  Mormon 
and  Protestant  church  organizations.  As  a code, 
it  is  an  honorable  one,  deserves  our  support  and 
violations  should  not  go  unchallenged.  Only  God 
can  be  Almighty,  and  the  physician  who  at- 
tempts to  assume  this  role  invariably  fails. 

John  R.  Green,  M.D. 
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REGULATION  WITHOUT 
REPRESENTATION 


PHILIP  E.  DEW,  M.D. 

PRESIDENT 

Prior  to  the  American  Revolution,  one  of  the 
colonist’s  greatest  concerns  was  the  fact  that 
the  British  did  not  consult  them  prior  to  enact- 
ing legislation  which  affected  them.  The  Boston 
Tea  Party  was  held  over  the  issue  of  “Taxation 
Without  Representation”.  It  was  not  that  the 
tax  was  all  that  great;  the  problem  was  the  prin- 
ciple. Recently  the  citizens  of  this  nation  have 
experienced  the  same  sort  of  problem.  The 
Executive  branch  of  Government  has  been  using 


the  Federal  Register  to  promulgate  rules  and 
regulations  that  have  the  force  of  law  without 
our  elected  representatives  in  the  Legislative 
branch  having  any  vote  in  the  outcome. 

The  abuse  and  misuse  of  the  Federal  Register 
is  one  of  the  main  causes  of  a recent  statement 
by  Russell  Roth,  M.D.,  President  of  the  AMA, 
which  went  as  follows,  “We  are  here  today  to 
serve  notice  on  Secretary  Weinburger  that  if  he 
proceeds  with  two  proposed  actions,  we  are 
going  to  take  him  to  court”.  Doctor  Roth  went 
on  to  explain  that  the  Secretary  of  the  Depart- 
ment of  Health,  Education  and  Welfare  had 
issued  a set  of  proposed  regulations  earlier  this 
month  that  would  require  preadmission  certifi- 
cation for  Medicare  and  Medicaid.  He  pointed 
out  that  these  regulations  would  require  that 
every  Medicare  and  Medicaid  patient  be  cleared 
by  a Utilization  Review  Committee  before  ad- 
mission to  a hospital.  The  only  exception  was  to 
be  emergency  cases,  which  also  had  to  be  certi- 
fied within  very  brief  time.  Doctor  Roth  went 
on  to  explain  how  the  Federal  Government  had 
failed  to  cooperate  with  the  AMA  in  attempts  to 
solve  some  of  the  problems  facing  us  all.  The 
entire  transcript  of  his  statement  was  published 
recently  in  Medical  Memos  and  you  all  received 
a copy.  The  proposed  regulations  to  which  Doc- 
tor Roth  referred  were  published  in  the  Federal 
Register  on  January  9,  1974.  Perhaps  we  should 
examine  how  the  AMA,  through  its  Board  of 
Trustees  and  Executives,  came  to  take  this  ac- 
tion. 

In  October  of  1969,  prior  to  the  first  intro- 
duction of  the  PSRO  Amendment  by  Senator 
Wallace  F.  Bennett  (R.  Utah),  the  administra- 
tion announced  a proposed  “Health  Cost  Effec- 
tiveness” Bill  amending  Medicare.  It  contained 
a provision  for  “Program  Review  Teams”  ( PRT ) 
composed  of  physicians,  other  health  profession- 
als and  consumer  representatives,  all  to  be  ap- 
pointed by  the  Secretary  of  Health,  Education 
and  Welfare.  These  teams  were  to  review  the 
quality  and  quantity  of  services  provided  under 
Medicare  and  on  their  findings  the  secretary 
would  exclude  from  the  program  any  physicians 
found  to  be  over-charging  or  providing  excessive 
or  inferior  services.  Just  the  summary  of  AMA 
activities  in  this  area  between  October  of  1969 
and  October  of  1972,  when  PL  92-603  was  pass- 
ed, takes  18  typewritten  pages. 

One  of  the  reasons  the  bill  passed  was  the 
failure  of  all  organized  medicine  to  band  to- 
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gether  behind  the  AMA’s  attempt  to  prevent  its 
passage.  Some  state  medical  associations  and 
other  medical  organizations  differed  from  the 
AMA’s  point  of  view  and  supported  PSRO.  The 
Arizona  Medical  Association  stood  with  the 
AMA  on  this  matter.  Association  testimony,  to- 
gether with  efforts  of  individual  state  associa- 
tions supported  by  Washington  office  staff  and 
field  activities  of  the  AMA  and  state  associa- 
tions, did  have  a significant  impact  on  the  final 
form  of  the  law.  Among  the  changes  in  the  bill 
were:  1)  Deletion  of  mandatory  preadmission 
certification  for  all  elective  hospital  care 
( CHAP ) and  six  other  points  which  do  not  bear, 
at  this  time,  on  this  discussion.  Keep  in  mind 
then  that  Public  Law  92-603,  to  which  the  Ben- 
net  amendment  was  attached,  did  not  call  for 
mandatory  preadmission  certification  for  all 
elective  hospital  care. 

Last  summer  the  Social  Security  Administra- 
tion attempted  to  mandate  CHAP  and  got  such 
a violent  reaction  from  organized  medicine  that 
they  withdrew  their  attempt.  On  January  9, 
1974,  Secretary  Weinburger  had  his  rules  pub- 
lished relative  to  mandatory  certified  hospital 
admission  of  all  Medicare  and  Medicaid  elective 
admissions,  published  in  the  Federal  Register 
with  thirty  days  for  response  of  interested  par- 
ties. Congress,  through  our  elected  representa- 
tives, had  decided  when  the  bill  was  written  that 
this  was  unwise;  Secretary  Weinburger  and  the 
bureaucrats  of  HEW,  decided  to  bypass  the  will 
of  our  elected  representatives  and  force  it  upon 
us  through  this  other  device. 

Those  of  you  who  are  familiar  with  the  foun- 
dation program  and  its  certified  hospital  admis- 
sion programs  may  be  deluded  into  believing 
that  this  is  what  the  foundation  movement  has 
been  doing  all  along.  This  is  absolutely  not  cor- 
rect. So  far  as  I am  able  to  determine,  not  a 
single,  successful  foundation  now  does  certified 
hospital  admission  programs  on  all  elective  ad- 
missions. The  New  Mexico  Foundation  For  Med- 
ical Care  is  probably  the  most  successful  of  all 
state-wide  foundations  for  medical  care.  In  a 
recent  letter  from  Hugh  Woodward,  M.D.,  Presi- 
dent of  the  New  Mexico  Foundation  For  Medi- 
cal Care,  to  the  administrator  of  Social  and  Re- 
habilitative Services  of  the  Department  of  HEW, 
he  stated  that  based  on  their  experience  to  date, 
“We  wish  to  strongly  oppose  the  proposed  regu- 
lations in  regard  to  precertification  published  in 
the  Federal  Register  on  January  9,  1974.” 


Through  numerous  letters  to  the  bueraucracy,  to 
senators,  to  representatives  and  to  the  presidents 
of  state  medical  associations,  he  pointed  out  that 
the  New  Mexico  Foundation  had  learned  tech- 
niques for  doing  a form  of  prehospital  certifi- 
cation, which  could  not  even  be  begun  today 
under  the  proposed  Federal  regulations.  He 
pointed  out  that  it  would  be  very  difficult,  if 
not  impossible,  for  newly  developing  Profes- 
sional Standard  Review  Organizations  to  adopt 
a New  Mexico  system  under  these  regulations. 

The  Federal  Register  is  becoming  the  vehicle 
for  Government  control  for  health  and  medical 
care  rather  than  a medium  for  the  communica- 
tion of  ideas,  as  originally  intended.  Rules  are 
written  in  the  Federal  Register  and  these  be- 
come regulations  within  thirty  days.  This  is  the 
Executive  branch’s  way  of  passing  public  law 
without  Congressional  approval.  Many  of  the 
really  big  issues  confronting  medicine  today  are 
handled  in  this  fashion.  PSROs,  Phase  IV  and 
Medicaid  and  Medicare  standards  have  often 
been  formulated  by  Government  bodies  without 
sufficient  input  from  the  medical  profession. 
They  are  then  published  in  the  Federal  Register 
without  much  warning  and  given  the  incedibly 
short  period  of  thirty  days  for  input  of  com- 
ments and  suggestions.  We  have  no  guarantee 
that  such  statements  which  do  arrive  before  the 
deadline  will  be  incorporated  or  even  consid- 
ered. 

We  are  facing  some  enormous  issues  in  medi- 
cine at  this  time.  We  are  being  excluded  from 
crucial  decisions  bearing  on  these  issues..  We 
must  have  more  initial  input  from  the  medical 
profession  and  longer  times  for  communication, 
review,  and  preparation  of  response.  We  must 
have  some  indication  that  proper  responses  are 
being  noted  and  considered.  There  would  seem 
to  be  only  two  ways  that  we  can  do  something 
about  this.  First,  Congress  must  assert  more  of 
its  authority  and  redefine  the  present  rules  which 
forbid  these  changes.  It  is  up  to  us  to  provide, 
through  individual  and  collective  efforts,  support 
for  members  of  Congress  who  see  the  need  for 
these  changes.  Second,  we  can  fight  in  court. 

We  must  all  band  together  to  support  Doctor 
Roth  and  the  AMA  Leadership  in  their  efforts  to 
guarantee  us  this  freedom  and  right.  We  must 
all  band  together  to  put  an  end  to  this  form  of 
tyranny.  I can  see  no  fundamental  difference  be- 
tween regulations  without  representation  and 
taxation  without  representation. 
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Dean's  Page 


A NEW  DEAN 
FOR  THE 

COLLEGE  OF  MEDICINE 

In  the  spring  of  1972,  the  Arizona  Board  of 
Regents  announced  their  decision  to  create  a 
new  position  at  the  University  of  Arizona  for  a 
Vice  President  for  Health  Sciences,  in  order  to 
help  the  President  of  the  University  achieve 
greater  coordination  between  the  academic  and 
service  programs  of  the  several  health  profes- 
sional schools.  After  the  incumbent  Dean  of  the 
College  of  Medicine  accepted  the  invitation  of 
the  University  President  to  fill  the  new  post,  it 
became  possible  for  the  College  to  seek  new 
leadership  through  the  identification  of  a new 
Dean.  And,  after  all,  ten  years  as  Dean  of  a 
medical  school  is  long  enough  from  either  the 
school’s  viewpoint  or  the  incumbent  Dean’s. 

During  the  latter  part  of  1972  and  early  part 
of  1973,  a Search  Committee  drawn  from  within 
the  College  began  the  task  of  sifting  through 
possible  candidates  for  the  position  as  Dean. 
While  some  members  of  the  existing  College 
faculty  were  given  consideration  for  the  post, 
the  prevailing  view  of  the  Search  Committee 
was  that  the  new  views  that  could  be  brought 
to  the  campus  by  someone  from  outside  Arizona 
would  be  of  great  benefit  to  the  College.  After 
an  extensive  search,  the  Committee  recommend- 
ed to  the  Vice  President  and  the  President  of 
the  University  that  Dr.  Neal  A.  Vanselow,  Chair- 
man of  the  Department  of  Continuing  Medical 
Education  at  the  University  of  Michigan  Medi- 
cal School,  would  be  an  ideal  candidate  for  the 
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position  in  Arizona  at  this  time.  Most  exciting  of 
all,  the  members  of  the  Search  Committee  were 
unanimous  in  their  choice  and  the  heads  of  all 
the  departments  in  the  College  of  Medicine 
shared  that  enthusiasm  for  Dr.  Vanselow  as  a 
choice.  It  is  a pleasure,  through  this  page,  to 
introduce  the  membership  of  ArMA  to  Dr.  Van- 
selow. 

Dr.  Vanselow  was  bom  in  Milwaukee,  Wis- 
consin, where  he  received  his  early  education. 
He  obtained  the  B.A.  degree  from  the  University 
of  Michigan  in  1954  and  the  M.D.  degree  from 
the  same  institution  in  1958.  In  1963  the  Univer- 
sity of  Michigan  conferred  the  M.S.  degree. 
Following  internship  at  Minneapolis  General 
Hospital,  Dr.  Vanselow  completed  residency 
training  in  Internal  Medicine  at  the  University 
of  Michigan  and  in  1962  became  a Fellow  in 
Allergy  at  the  University  of  Michigan  Medical 
Center.  His  teaching  career  began  there  the  next 
year.  He  became  Professor  of  Postgraduate  Med- 
icine in  1970  and  in  1971  was  named  Acting 
Chairman  of  the  Department  of  Postgraduate 
Medicine  and  Health  Professions  Education.  He 
was  appointed  Chairman  of  that  department  and 
Director  of  the  University  of  Michigan  Medical 
Center  Office  of  Health  Professions  Education 
and  Research  in  1972. 

Dr.  Vanselow  is  a diplomate  of  the  American 
Board  of  Internal  Medicine,  with  certification  in 
Allergy.  He  is  a member  of  the  American  Medi- 
cal Association,  The  American  College  of  Physi- 
cians (Fellow),  the  American  Academy  of  Al- 
lergy (Fellow)  and  the  Michigan  Association 
for  Medical  Education.  Dr.  Vanselow  graduated 
from  medical  school  cum  laude  and  received  the 


Rollo  E.  McCotter  and  Roche  Awards  from  the 
University  of  Michigan  Medical  School.  He  was 
elected  to  membership  in  Phi  Beta  Kappa  and 
Alpha  Omega  Alpha,  national  medical  school 
honor  society,  serving  as  President  of  the  Uni- 
versity of  Michigan  Chapter  in  1957-58.  He  is 
a member  of  the  Committee  on  Postgraduate 
Medical  Education  of  the  Michigan  State  Medi- 
cal Society  and  its  Vice-Chairman  since  1971. 
Dr.  Vanselow  has  also  held  office  as  President  of 
the  Michigan  Association  for  Medical  Educa- 
tion, as  a member  of  the  Postgraduate  Educa- 
tion Committee  of  the  American  Academy  of 
Allergy  and  President  of  the  Washtenaw  County 
Medical  Society. 

Other  organizations  to  which  Dr.  Vanselow 
has  contributed  service  include  the  Task  Force 
on  Physician  Education  in  the  Michigan  Associa- 
tion for  Regional  Medical  Programs;  the  Survey 
Team  for  Continuing  Medical  Education  Accred- 
itation Program,  AMA;  the  Internal  Medicine 
Resident  Evaluation  Committee  of  St.  Joseph 
Mercy  Hospital,  Ann  Arbor;  and  the  Board  of 
Directors  of  the  Michigan  Health  Council. 

It  is  scarcely  surprising  that  Dr.  Vanselow’s 
research  activities  parallel  his  work  as  a teacher. 
He  has  published  widely  and  substantially  in  the 
fields  of  allergy  and  respiratory  disease,  with 
over  20  published  scientific  articles  to  his  credit. 

Dr.  Vanselow  and  his  wife,  Mary  Ellen,  have 
two  children,  Julie  Ann  and  Richard  Arthur. 
Those  of  us  at  the  College  of  Medicine  are  grate- 
ful that  Dr.  Vanselow  has  decided  to  join  us,  and 
we  are  confident  that  the  members  of  ArMA  will 
also  be  well-served  through  his  choice. 

Prepared  by  Dr.  DuVal 
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DANIEL  T.  CLOUD,  M.D. 

Delegate  to  AMA 


SEYMOUR  I.  SHAPIRO,  M.D. 

Delegate  to  AMA 


ARTHUR  V.  DUDLEY,  JR.,  M.D. 

Alternate  Delegate  to  AMA 


RICHARD  O.  FLYNN,  M.D. 

Alternate  Delegate  to  AMA 
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GEORGE  L.  HOFFMAN,  M.D. 

Central  District 


RICHARD  B.  JOHNS,  M.D. 

Northeastern  District 


HENRY  P.  LIMBACHER,  M.D. 

Southern  District 


WALLACE  A.  REED,  M.D. 

Central  District 


LAWRENCE  J.  SHAPIRO,  M.D. 
Central  District 


JOHN  F.  KAHLE,  M.D. 

Northwestern  District 


BRUCE  N.  CURTIS,  M.D. 

Southeastern  District 


VERNOR  F.  LOVETT,  M.D. 

Southern  District 


GEORGE  W.  NASH,  M.D. 

Southern  District 


GLEN  H.  WALKER,  M.D. 

Southwestern  District 
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SCIENTIFIC  ASSEMBLY  COMMITTEE 


responsible  for  all  annual 
meeting  arrangements 


VINCENT  A.  FULGINITI,  M.D. 
Chairman 


DONALD  ZIEHM,  M.D. 
Vice-Chairman 


SURESH  C.  ANAND,  M.D. 
THOMAS  E.  BITTKER,  M.D. 
WILLIAM  E.  BISHOP,  M.D. 
W.  SCOTT  CHISHOLM,  M.D. 

PAUL  H.  DUFFEY,  M.D. 
MILTON  S.  DWORIN,  M.D. 
THOMAS  F.  HARTLEY,  M.D. 
THOMAS  HENRY,  M.D. 
JAMES  M.  HURLEY,  M.D. 
MARK  M.  KARTCHNER,  M.D. 
NORMAN  N.  KOMAR,  M.D. 


GOLF  TOURNAMENT 

ROBERT  L.  HAGAN,  M.D. 

Chairman 

GARRON  R.  HALE,  M.D. 

Assistant  Chairman 


EUGENE  LEIBSOHN,  M.D. 

PHILIP  LEVY,  M.D. 
JAMES  F.  MARTIN,  M.D. 
JOHN  E.  OAKLEY,  M.D. 
WILFRED  M.  POTTER,  M.D. 
NEOPITO  L.  ROBLES,  M.D. 
W.  DAVID  RUMMEL,  JR.  M.D. 
WILLIAM  C.  SCOTT,  M.D. 
LUIS  S.  TAN,  M.D. 
OSCAR  A.  THORUP,  JR.,  M.D. 
JAMES  G.  WOOD,  JR.,  M.D. 


TENNIS  TOURNAMENT 

MRS.  ROBERT  CRAWFORD 

Chairman 
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BRUCE  E.  ROBINSON 

EXECUTIVE  DIRECTOR 


GARY  L.  BARNETT 

ASSOCIATE  EXECUTIVE  DIRECTOR 


MISTY  COUMBE 


Secretary  to  Executive  Director 


AAARY  WOOD 

Special  Projects 
Coordinator 


CORA  SAUNDERS 


Secretary  to  Associate 
Executive  Director 


HARVEY  MORRISON 


Maintenance  and 
Evening  Building  Supervisor 


TUESDAY,  APRIL  23,  1974 

7:00  a.m.— Executive  Committee  Breakfast  Lanai  Room 

BOARD  OF  DIRECTORS 

9:00  a.m.— Board  Meeting  Embassy  Room 

12:00  Noon— Board  Luncheon  French  Quarter 

HOUSE  OF  DELEGATES 

1:00  p.m.  to  2:00  p.m.— First  Session Room  A-2  Convention  Center 

2:00  p.m.— General  Session  Opening  Exercises Room  A-2  Convention  Center 

Call  to  Order 

Philip  E.  Dew,  M.D.,  President 
Arizona  Medical  Association 
Invocation  and  Memorial  Service 
The  Rev.  William  B.  Van  Wyck 
All  Saints’  Episcopal  Church 
Welcome 

David  Pent,  M.D.,  President 
Maricopa  County  Medical  Society 
Introduction  of  Distinguished  Guests 
Honorable  B.  L.  Tims 
Mayor  of  Scottsdale 
Malcolm  C.  Todd,  M.D. 

President-elect,  American  Medical  Association 
Introduction  of  Incoming  President 
Philip  E.  Dew,  M.D. 

Presidential  Address 

William  G.  Payne,  M.D. 

3:30  p.m.-BLUE  SHIELD  ANNUAL  CORPORATE  BODY  MEETING 

First  Session Room  A-2  Convention  Center 

WEDNESDAY,  APRIL  24,  1974 

7:30  a.m.  to  9:30  a.m.— BREAKFAST  PANEL Convention  Center  Room  A-l 

(Complimentary  Continental  Breakfast) 

Title:  The  Physician  as  an  Individual  & Parent 

Discussants:  Stuart  M.  Finch,  M.D. 

Mrs.  Thomas  B.  Jarvis 
Joan  R.  Mortimer,  Ph.D. 

John  R.  Zell,  M.D. 

8:00  a.m  -EXHIBIT  HALL  OPENS  - Visit  the  Exhibits 
Registration  Badge  Required  to  Attend 
All  Sessions  — Uniformed  Guard 

10:00  a.m.— ArMA  Resolutions  Reference  Committee Embassy  Room  Above  Hotel  Lobby 

to  be  followed  by 

Blue  Shield  Resolutions  Committee Embassy  Room  Above  Hotel  Lobby 

10:00  a.m.— ArMA  Amendments  Reference  Committee Directors  Room  Above  Hotel  Lobby 

12:00  Noon— Past  Presidents  Luncheon French  Quarter  Room  No.  1 

ArMPAC  Board  of  Directors French  Quarter  Room  No.  2 

SPORTS 

12:00  Noon— Annual  Golf  Tournament  Tee-Off  Time 
Camelback  Inn  Country  Club 
7847  N.  Mockingbird  Lane,  Scottsdale 
Green  Fee:  $17.50  includes  cart 

Refreshments  available  on  Course 
12:30  p.m.— Annual  Tennis  Tournament 
Chaparral  Racquet  Club 
7300  Chaparral  Rd.,  Scottsdale 

Entry  fee  per  person:  $1.50  — Please  pay  at  tournament  desk. 

Snack  Bar  available 

2:00  p.m.— United  Medical  Care  Foundations  of  Arizona,  Inc. 

Board  of  Directors  Meeting Room  312 

6:00  p.m.  to  7:00  p.m.—1 Third  Annual  National  Calliope  Concert  — North  Poolside 
Courtesy  of  Boyden  L.  Crouch,  M.D. 

7:00  p.m.— Annual  Reception  — North  Poolside 
8:00  p.m.  Annual  Steak  Fry  — North  Poolside 
(admission  by  ticket  only) 

Dress:  Western  and  casual 

7:00  p.m.  to  11:00  p.m.— Desert  City  Six  Plus  One 

THURSDAY,  APRIL  25,  1974 

7:00  a.m.-BREAKFAST  French  Quarter 

7:30  a.m.  to  8:45  a.m.-PANEL  DISCUSSION French  Quarter 

Title:  Current  Arizona  Legislative  Matters  Affecting  Medicine 

Discussants:  Senator  Scott  Alexander 

Representative  Burton  Barr 
Moderator:  Merlin  K.  Du  Val,  M.D. 

9:00  a.m.  to  10:40  a.m.-SPECIAL  RESIDENT  SCIENTIFIC  PRESENTATIONS 

SECTION  I Embassy  Room  Above  Hotel  Lobby 

9:00-9:20— Title:  Echocardiographic  Measurements  in  Normal  Well  Children 

Speaker:  Hugh  D.  Allen,  M.D. 

Michael  L.  Epstein,  M.D. 

Stanley  J.  Goldberg,  M.D. 

Janice  Wood,  B.S. 

Moderator:  Vincent  A.  Fulginiti,  M.D. 
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9:20-9:40— Title:  Surgical  Infections  of  the  Hand 

Speaker:  Wyndell  Merritt,  M.D. 

Moderator:  Vincent  A.  Fulginiti,  M.D. 

9:40-10:00— Title:  Pneumatoceles  Following  Hydrocarbon  Ingestion 

Speaker:  Paul  S.  Bergeson,  M.D. 

Stephen  W.  Hales,  M.D. 

Herman  W.  Lipow,  M.D. 

Marshall  D.  Lustgarten,  M.D. 

Moderator:  Vincent  A.  Fulginiti,  M.D. 

10:00-10:20— Title:  Tangential  Excision  and  Grafting  of  Bums 

Speaker:  Phillip  A.  Stone,  M.D. 

Moderator:  Vincent  A.  Fulginiti,  M.D. 

10:20-10:40— Title:  The  Role  of  Endarterectomy  in  Current  Myocardial  Revascularization 

Speaker:  Bicher  Barmada,  M.D. 

Edward  B.  Diethrich,  M.D. 

Moderator:  Vincent  A.  Fulginiti,  M.D. 

9:00  a.m.  to  9:30  a.m.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  II Convention  Center  Room  A-l 

Title:  Origins  of  Personality 

Speaker:  Ben  Cummins,  M.D. 

SECTION  III Convention  Center  Room  A-2 

Title:  Risk  Factor  in  Coronary  Artery  Disease 

Speaker:  Jonathan  Abrams,  M.D. 

SECTION  IV Directors  Room  Above  Hotel  Lobby 

Title:  IUD  & Oral  Contraceptives:  Selection  &:  Complications 

Speaker:  John  C.  Slocumb,  M.D. 

Moderator:  Donald  Ziehm,  M.D. 

9:30  a.m.  to  10:00  a.m.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  II Convention  Center  Room  A-l 

(Session  begins  9:30  a.m.  — Ends  10:30  a.m.) 

Title:  Panel  — Management  of  School  Learning  Problems 

Speaker:  Mrs.  Virginia  Henderson  Joan  Mortimer,  Ph.D 

Mrs.  Julianne  Lockwood  Russell  D.  Snyder,  M.D. 

Mr.  Thomas  Lockwood 

SECTION  III Convention  Center  Room  A-2 

Title:  Hyperlipidemia  & Coronary  Artery  Disease 

Speaker:  R.  Philip  Eaton,  M.D. 

SECTION  IV  Directors  Room  Above  Hotel  Lobby 

Title:  Influences  of  the  Male  on  Maternal  Health/Family  Planning  Programs 

Speaker:  N.  Burton  Attico,  M.D. 

Moderator:  Donald  Ziehm,  M.D. 

10:00  a.m.  to  10:30  a.m.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  II  Convention  Center  Room  A-l 

(Session  begins  9:30  a.m.  — Ends  10:30  a.m.) 

Title:  Panel  — Management  of  School  Learning  Problems 

Speaker:  Mrs.  Virginia  Henderson  Joan  Mortimer,  Ph.D. 

Mrs.  Julianne  Lockwood  Russell  D.  Snyder,  M.D. 

Mr.  Thomas  Lockwood 

SECTION  III Convention  Center  Room  A-2 

Title:  Altitude  & Coronary  Artery  Disease  Mortality 

Speaker:  Edward  A.  Mortimer,  Jr.,  M.D. 

SECTION  IV  Directors  Room  Above  Hotel  Lobby 

Title:  Side  Effects  of  Oral  Contraceptives 

Speaker:  R.  Philip  Eaton,  M.D. 

Moderator:  Donald  Ziehm,  M.D. 

10:30  a.m.  to  11:00  a.m.-VISIT  THE  EXHIBITS  - VISIT  THE  EXHIBITS  - VISIT  THE  EXHIBITS 
(Coffee  is  served  in  the  Scientific  Exhibit  Hall) 

11:00  a.m.  to  11:30  a.m.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  Above  Hotel  Lobby 

Title:  Vertigo 

Speaker:  Fred  S.  Herzon,  M.D. 

Moderator:  Paul  H.  Duffey,  M.D. 

SECTION  II  Convention  Center  Room  A-l 

Title:  Woman,  Her  Legal  & Social  History  & Prognosis 

Speakers:  Mrs.  John  Lyons 

Sandee  Massetto,  J.D. 

Moderator:  Mrs.  Thomas  B.  Jarvis 

SECTION  III  Convention  Center  Room  A-2 

(Session  begins  at  11:00  a.m.  — Ends  at  12  Noon) 

Title:  The  Medical  & Surgical  Management  of  Obesity 

Speakers:  R.  Philip  Eaton,  M.D. 

Charles  F.  Zukoski,  M.D. 

Moderator:  Suresh  C.  Anand,  M.D. 

SECTION  IV  Directors  Room  Above  Hotel  Lobby 

Title:  Office  Gynecology  — Endocrin  Causes  of  Abnormal  Bleeding 

Speaker:  Larry  L.  Morgenstern,  M.D. 


(I) 

q; 

< 

Ll 

Ll 

< 

L 

0 

hi 

J 

D 

Q 

Ld 

I 

0 

0) 


ARIZONA  MEDICINE  183 


THURSDAY,  APRIL  25,  1974 

11:30  a.m.  to  12  Noon-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  Above  Hotel  Lobby 

Title:  Large  Local  Flaps  in  Repair  of  Nasal  Defects 

Speakers:  Boyd  R.  Burkhardt,  M.D. 

Paul  L.  Schnur,  M.D. 

Moderator:  Paul  H.  Duffey,  M.D. 

SECTION  II  .( Convention  Center  Room  A-l 

Title:  “The  Western  Version  of  Acupuncture”  Dorsal  Column 

Stimulation  for  Pain  Relief 
Speaker:  Philip  L.  Gildenberg,  M.D. 

George  W.  Nash,  M.D. 

SECTION  III  Convention  Center  Room  A-2 

(Session  begins  at  11:00  a.m.  — Ends  at  12  Noon) 

Title:  The  Medical  & Surgical  Management  of  Obesity 

Speakers:  R.  Philip  Eaton,  M.D. 

Charles  F.  Zukoski,  M.D. 

SECTION  IV  Directors  Room  Above  Hotel  Lobby 

Title:  The  Anemias  of  Pregnancy 

Speaker:  Perry  A.  Henderson,  M.D. 

12  Noon  to  2:00  p.m.-SPECIALTY  SOCIETY  LUNCHEONS 

Arizona  Academy  of  Family  Physicians Kudu  Room 

Arizona  Obstetrical  & Gynecological  Society French  Quarter  Room  No.  1 

Arizona  Psychiatric  Society French  Quarter  Room  No.  2 

Speaker:  Robert  Kellner,  M.D.,  Ph.D. 

Arizona  Urological  Society  Lanai  Room 

2:00  p.m.  to  2:30  p.m.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  Above  Hotel  Lobby 

Title:  Reconstruction  of  Endopelvic  Fascia  for  Recurrent  Inguinal  Hernia 

Speaker:  Erie  E.  Peacock,  Jr.,  M.D. 

Moderator:  Paul  H.  Duffey,  M.D. 

SECTION  II  Convention  Center  Room  A-l 

Title:  Neurological  Approaches  to  the  Hyperactive  Child 

Speaker:  Russell  D.  Snyder,  M.D. 

SECTION  III  Convention  Center  Room  A-2 

Title:  Clinical  Pharmacology  of  Anti-Arrhythmic  Drugs 

Speaker:  Paul  T.  Cochran,  M.D. 

Moderator:  Suresh  C.  Anand,  M.D. 

SECTION  IV  Directors  Room  Above  Hotel  Lobby 

(Session  begins  at  2:00  p.m.  — Ends  at  3:00  p.m.) 

Title:  The  Influence  of  Drugs,  Infections  and  Chromosomes  During  Pregnancy  on  the  Fetus 

Speakers:  Vincent  A.  Fulginiti,  M.D. 

Grant  Morrow,  III,  M.D. 

Edward  A.  Mortimer,  Jr.,  M.D. 

Philip  D.  Walson,  M.D. 

Moderator:  W.  Scott  Chisholm,  M.D. 

2:30  p.m.  to  3:00  p.m.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  Above  Hotel  Lobby 

Title:  Management  of  Lymphedemia  of  the  Upper  and  Lower  Extremities 

Speakers:  Boyd  R.  Burkhardt,  M.D. 

Paul  L.  Schnur,  M.D. 

SECTION  II Convention  Center  Room  A-l 

Title:  Group  Treatment  of  Depressed  Children 

Speaker:  Mrs.  Julianne  Lockwood 

SECTION  III Convention  Center  Room  A-2 

Title:  Concepts  of  Surgical  Management  of  Complications  of  Myocardial  Infarction 

Speaker:  Edward  B.  Diethrich,  M.D. 

Ravindranath  Koopot,  M.D. 

Moderator:  Mark  M.  Kartchner,  M.D. 


SECTION  IV Directors  Room  Above  Hotel  Lobby 

(Session  begins  at  2:00  p.m.  — Ends  at  3:00  p.m.) 


Title:  The  Influence  of  Drugs,  Infections  and  Chromosomes  During  Pregnancy  on  the  Fetus 

Speakers:  Vincent  A.  Fulginiti,  M.D. 

Grant  Morrow,  III,  M.D. 

Edward  A.  Mortimer,  Jr.,  M.D. 

Philip  D.  Walson,  M.D. 

Moderator:  W.  Scott  Chisholm,  M.D. 

3:00  p.m.  to  3:30  p.m.-VISIT  THE  EXHIBITS  - VISIT  THE  EXHIBITS  - VISIT  THE  EXHIBITS 
(Coffee  is  served  in  the  Scientific  Exhibit  Hall) 

3:30  p.m.  to  4:00  p.m.-CONCURRENT  SCIENTIFIC  SESSIONS 


SECTION  I Embassy  Room  Above  Hotel  Lobby 

(Session  begins  at  3:30  p.m.  — Ends  at  4:30  p.m.) 


Title:  Diagnosis  & Management  of  Neck  Masses 

Speaker:  Raymond  C.  Doberneck,  M.D.,  Ph.D. 
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SECTION  II  Convention  Center  Room  A-l 

Title:  Research  Approaches  to  Psychotherapy 

Speaker:  Robert  Kellner,  M.D.,  Ph.D. 

SECTION  III  Convention  Center  Room  A-2 

(Session  begins  at  3:30  p.m.  — Ends  at  5:00  p.m.) 

Title:  Coronary  Bypass  Surgery 

Speakers:  Jonathan  Abrams,  M.D. 

Paul  Cochran,  M.D. 

W.  Sterling  Edwards,  M.D. 

Richard  G.  Sanderson,  M.D. 

Moderator:  Mark  M.  Kartchner,  M.D. 

SECTION  IV Directors  Room  Above  Hotel  Lobby 

Title:  Forever  Young  with  Estrogens  — Benefit  or  Detriment? 

Speaker:  Larry  L.  Morgenstern,  M.D. 

Moderator:  W.  Scott  Chisholm,  M.D. 

4:00  p.m.  to  4:30  p.m.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  Above  Hotel  Lobby 

(Session  begins  at  3:30  p.m.  — Ends  4:30  p.m.) 

Title:  Diagnosis  & Management  of  Neck  Masses 

Speaker:  Raymond  C.  Doberneck,  M.D.,  Ph.D. 

SECTION  II  .i Convention  Center  Room  A-l 

(Session  begins  at  4:00  p.m.  — Ends  5:00  p.m.) 

Title:  Panel  — Indications  for  Group  Intervention) 

Speakers:  Ben  Cummins,  M.D. 

Jacob  Hoogerbeets,  M.D. 

Robert  Kellner,  M.D.,  Ph.D. 

Mrs.  Julianne  Lockwood 

SECTION  III  Convention  Center  Room  A-2 

(Session  begins  at  3:30  p.m.  — Ends  5:00  p.m.) 

Title:  Coronary  Bypass  Surgery 

Speakers:  Jonathan  Abrams,  M.D. 

Paul  Cochran,  M.D. 

W.  Sterling  Edwards,  M.D. 

Richard  G.  Sanderson,  M.D. 

Moderator:  Mark  M.  Kartchner,  M.D. 

SECTION  IV  Directors  Room  Above  Hotel  Lobby 

(Session  begins  at  4:00  p.m.  — Ends  5:00  p.m.) 

Title:  Reappraisal  of  Obstetrical  Care 

Speakers:  C.  Donald  Christian,  M.D. 

R.  Richard  Murray,  M.D. 

Edward  Sattenspiel,  M.D. 

William  C.  Scott,  M.D. 

4:30  p.m.  to  5:00  p.m.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  Above  Hotel  Lobby 

Title:  Epistaxis 

Speaker:  Fred  S.  Herzon,  M.D. 

Moderator:  Eugene  Leibsohn,  M.D. 

SECTION  II  Convention  Center  Room  A-l 

(Session  begins  at  4:00  p.m.  — Ends  at  5:00  p.m.) 

Title:  Panel  — Indications  for  Group  Intervention 

Speakers:  Ben  Cummins,  M.D. 

Jacob  Hoogerbeets,  M.D. 

Robert  Kellner,  M.D.,  Ph.D. 

Mrs.  Julianne  Lockwood 

SECTION  III  Convention  Center  Room  A-2 

(Session  begins  at  3:30  p.m.  — Ends  at  5:00  p.m.) 

Title:  Coronary  Bypass  Surgery 

Speakers:  Jonathan  Abrams,  M.D. 

Paul  Cochran,  M.D. 

W.  Sterling  Edwards,  M.D. 

Richard  G.  Sanderson,  M.D. 

Moderator:  Mark  M.  Kartchner,  M.D. 

SECTION  IV  Directors  Room  Above  Hotel  Lobby 

(Session  begins  at  4:00  p.m.  — Ends  at  5:00  p.m.) 

Title:  Reappraisal  of  Obstetrical  Care 

Speakers:  C.  Donald  Christian,  M.D. 

R.  Richard  Murray,  M.D. 

Edward  Sattenspiel,  M.D. 

William  C.  Scott,  M.D. 


7:00  p.m.— Arizona  Medical  Political  Action  Committee  Reception  Convention  Center 

8:00  p.m.— Arizona  Medical  Political  Action  Committee  Banquet  Convention  Center 


Speaker:  Roy  Pfautch,  President,  Civic  Service  Corporation,  St.  Louis,  Missouri 

“Elections  of  ’74  — Predictions  and  Problems” 
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FRIDAY,  APRIL  26,  1974 

7:00  a.m.— BREAKFAST  French  Quarter 

7:30  a. m.  to  8:45  a.m.— PANEL  DISCUSSION  French  Quarter 


Title:  PSRO  — Current  Status 

Discussants:  Richard  S.  Armstrong,  M.D.,  President,  Pima  Foundation  for  Medical  Care 

Patrick  P.  Moraca,  M.D.,  President,  Maricopa  Foundation  for  Medical  Care 
Henry  Simmons,  M.D.,  Director,  Office  Professional  Standards  Review 

9:00  a.m.  to  9:30  a.m.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  Above  Hotel  Lobby 

Title:  Hand  Injuries:  Practical  Aspects  in  Primary  and  Secondary  Management 

Speakers:  Lawrence  M.  Haas,  M.D. 

Melvin  D.  Roberts,  M.D. 

SECTION  II  Convention  Center  Room  A-l 

Title:  Psyehophysiologic  Disorder 

Speaker:  Robert  Kellner,  M.D.,  Ph.D. 

Moderator:  Eugene  Leibsohn,  M.D. 

SECTION  III  Convention  Center  Room  A-2 

Title:  Myocardial  Infarction  Recent  Advances 

Speaker:  Jonathan  Abrams,  M.D. 

Moderator:  Norman  N.  Komar,  M.D. 

SECTION  IV  Directors  Room  Above  Hotel  Lobby 

Title:  What  is  Sex!  Gender  Dysphoria 

Speaker:  Robert  Oliver,  M.D. 

9:30  a.m.  to  10:00  a.m.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  Above  Hotel  Lobby 

(Session  begins  at  9:30  a.m.  — Ends  at  10:30  a.m.) 

Title:  Otologic  Infection 

Speakers:  Fred  S.  Herzon,  M.D 

Edward  A.  Mortimer,  Jr.,  M.D. 

SECTION  II  Convention  Center  Room  A-l 

Title:  Functional  Sexual  Dsyf unction 

Speaker:  Donald  Flammer,  Ph.D. 

Moderator:  Eugene  Leibsohn,  M.D. 

SECTION  III  Convention  Center  Room  A-2 

Title:  Medical  Treatment  of  Angina  Pectoris 

Speaker:  Paul  T.  Cochran,  M.D. 

Moderator:  Norman  N.  Komar,  M.D. 

SECTION  IV Directors  Room  Above  Hotel  Lobby 

Title:  Infertility 

Speaker:  M.  Wayne  Heine,  M.D. 

10:00  a.m.  to  10:30  a.m.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  Above  Hotel  Lobby 

(Session  begins  at  9:30  a.m.  — Ends  at  10:30  a.m.) 

Tide:  Otologic  Infection 

Speakers:  Fred  S.  Herzon,  M.D. 

Edward  A.  Mortimer,  Jr.,  M.D. 

SECTION  II  Convention  Center  Room  A-l 

Title:  Microsurgical  Approach  to  Intracranial  Aneurysms 

Speaker:  L.  Philip  Carter,  M.D. 

Moderator:  John  E.  Oakley,  M.D. 

SECTION  III  Convention  Center  Room  A-2 

Title:  Valve  Replacement  1974 

Speaker:  W.  Sterling  Edwards,  M.D. 

Moderator:  Norman  N.  Komar,  M.D. 

SECTION  IV  . Directors  Room  Above  Hotel  Lobby 

Title:  Amenorrhea 

Speaker:  R.  Richard  Murray,  M.D. 

10:30  a.m.  to  11:00  a.m.-VISIT  THE  EXHIBITS  - VISIT  THE  EXHIBITS  - VISIT  THE  EXHIBITS 
(Coffee  is  served  in  the  Scientific  Exhibit  Hall) 

11:00  a.m.  to  11:30  a.m.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  Above  Hotel  Lobby 

Title:  Surgery  for  Carotid  Artery  Disease 

Speaker:  W.  Sterling  Edwards,  M.D. 

SECTION  II  Convention  Center  Room  A-l 

Title:  Headache 

Speaker:  Russell  D.  Snyder,  M.D. 

Moderator:  John  E.  Oakley,  M.D. 

SECTION  III  Convention  Center  Room  A-2 

Title:  Precision  in  the  Physical  Diagnosis  of  Heart  Disease 

Speaker:  Paul  T.  Cochran,  M.D. 
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SECTION  IV  Directors  Room  Above  Hotel  Lobby 

Title:  Experience  in  Renal  Transplantation 

Speaker:  K.  E.  Johnson,  M.D. 

Daniel  J.  Potter,  M.D. 

George  M.  Nickas,  M.D. 

Moderator:  Wilfred  M.  Potter,  M.D. 

11:30  a.m.  to  12  Noon-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  Above  Hotel  Lobby 

Title:  Comprehensive  Outpatient  Respiratory  Care  in  Suburban  Private  Practice 

Speakers:  Fred  A.  Obley,  M.D. 

Franklin  M.  Preiser,  M.D. 

Moderator:  Milton  S.  Dworin,  M.D. 

SECTION  II  Convention  Center  Room  A-l 

Title:  Depression,  Classification  & Treatments 

Speaker:  Robert  Kellner,  M.D.,  Ph.D. 

Moderator:  John  E.  Oakley,  M.D. 

SECTION  III  Convention  Center  Room  A-2 

Title:  Continuing  Evaluation  of  Coronary  Care 

Speaker:  Christine  Mulligan,  R.N. 

SECTION  IV  Directors  Room  Above  Hotel  Lobby 

Title:  Renal  Transplantation  in  Southern  Arizona 

Speakers:  D.  S.  Clark,  M.D. 

C.  F.  Gutch,  M.D. 

D.  A.  Ogden,  M.D. 

C.  F.  Zukoski,  M.D. 

Moderator:  Wilfred  M.  Potter,  M.D. 

12  Noon  to  2:00  p.m.-SPECIALTY  SOCIETY  LUNCHEONS 

American  College  of  Emergency  Physicians  Lanai  Room 

Arizona  Society  of  Pediatrics  French  Quarter  Room  No.  2 

Arizona  Chapter,  American  College  of  Surgeons  French  Quarter  Room  No.  1 

Joint  Luncheon  — Arizona  Society  of  Physical  Medicine  & Rehabilitation  and 

Phoenix  Foundation  for  Rheumatic  Disease  Research  Kudu  Room 

Western  Orthopedic  Association French  Quarter  Room  No.  3 

2:00  p.m.  to  2:30  p.m.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  Above  Hotel  Lobby 

Title:  Oral  Cancer 

Speaker:  Raymond  C.  Doberneck,  M.D. 

Moderator:  Milton  S.  Dworin,  M.D. 

SECTION  II  Convention  Center  Room  A-l 

Title:  Indian  Health  Service  Training  of  Community  Health  Medics  (Physicians’  Assistants) 

Speaker:  Leland  L.  Fairbanks,  M.D. 

Moderator:  Arthur  V.  Dudley,  Jr.,  M.D. 

SECTION  III  Convention  Center  Room  A-2 

Title:  Ligation  of  the  Patent  Ductus  Arteriousus  in  Premature  Infants. 

Report  of  45  cases. 

Speakers:  Daniel  T.  Cloud,  M.D.  Belton  P.  Meyer,  M.D. 

William  J.  R.  Daily,  M.D.  Marian  E.  Molthan,  M.D. 

John  H.  Gay,  M.D.  David  S.  Trump,  M.D. 

SECTION  IV  Directors  Room  Above  Hotel  Lobby 

Title:  Office  Gynecology  — The  Common  Vaginitides 

Speaker:  Larry  L.  Morgenstern,  M.D. 

Moderator:  Wilfred  M.  Potter,  M.D. 


2:30  p.m.  to  3:00  p.m.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  Above  Hotel  Lobby 

Title:  Foreign  Bodies  in  Resptiratory  Tract 

Speaker:  Fred  S.  Herzon,  M.D. 

Moderator:  Milton  S.  Dworin,  M.D. 

SECTION  II  Convention  Center  Room  A-l 

Title:  The  Nurse  Practitioner  as  Hospital  Admissions  Officer  — A Test  Model 

Speakers:  Alan  F.  Crosby,  M.D.  Robert  T.  Kearney,  M.D. 

Richard  J.  Cundiff,  M.D.  Louis  J.  Kettel,  M.D. 

Moderator:  Arthur  V.  Dudley,  Jr.,  M.D. 

SECTION  III  Convention  Center  Room  A-2 

Title:  Management  of  Coarctation  of  tire  Aorta  in  Infants  and  Children 

Speakers:  Daniel  T.  Cloud,  M.D. 

John  H.  Gay,  M.D. 

Dudley  C.  E.  Halpe,  M.D. 

Marian  E.  Molthan,  M.D. 

David  S.  Trump,  M.D. 

Moderator:  John  J.  Standifer,  M.D. 

SECTION  IV  Directors  Room  Above  Hotel  Lobby 

Title:  Shigella  Vulvovaginitis  in  Children 

Speaker:  Thomas  C.  Davis,  M.D. 

3:00  p.m.  to  3:30  p.m.-VISIT  THE  EXHIBITS  - VISIT  THE  EXHIBITS  - VISIT  THE  EXHIBITS 
(Coffee  is  served  in  the  Scientific  Exhibit  Hall) 
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FRIDAY,  APRIL  26,  1974 

3:30  p.m.  to  4:00  p.m.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  Above  Hotel  Lobby 

Title:  Tracheostomy  & Intubation 

Speaker:  Fred  S.  Herzon,  M.D. 

Moderator:  John  J.  Standifer,  M.D. 

SECTION  II  Convention  Center  Room  A-l 

Title:  Colonoscopy 

Speaker:  John  G.  McGregor,  Jr.,  M.D. 

Moderator:  Arthur  V.  Dudley,  Jr.,  M.D. 

SECTION  III  Convention  Center  Room  A-2 

Title:  Cardiomyopathy 

Speaker:  Jonathan  Abrams,  M.D. 

Moderator:  Oscar  A.  Thorup,  Jr.,  M.D. 

SECTION  IV  Directors  Room  Above  Hotel  Lobby 

Title:  Management  of  the  Rh  Negative  Patient 

Speakers:  Perry  A.  Henderson,  M.D. 

Moderator:  William  C.  Scott,  M.D. 

4:00  p.m.  to  4:30  p.m.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  Above  Hotel  Lobby 

Title:  Reduction  Mammoplasty 

Speaker:  Theodore  G.  Dodenhoff,  M.D. 

SECTION  II  Convention  Center  Room  A-l 

Title:  Gold  Toxicity 

Speaker:  Harry  E.  Thompson,  M.D. 

SECTION  III  Convention  Center  Room  A-2 

(Session  begins  at  4:00  p.m.  — Ends  at  5:00  p.m.) 

Title:  Physician  Unions 

Speakers:  Daniel  T.  Cloud,  M.D.  — “AMA’s  Position” 

Frederick  K.  Steiner,  Jr.  — ‘‘What  can  an  Arizona  Physicians’  Union  do  that  a 
County  Medical  Society  or  State  Medical  Association  can’t  do?” 

Sanford  Marcus,  M.D.  — “The  National  Overview” 

Richard  W.  Switzer,  M.D.  — “The  Local  Perspective” 

Moderator:  Oscar  A.  Thorup,  Jr.,  M.D. 

SECTION  IV  Directors  Room  Above  Hotel  Lobby 

(Session  begins  at  4:00  p.m.  — Ends  at  5:00  p.m.) 

Title:  Intrauterine  Diagnosis  & Fetal  Monitoring 

Speakers:  Harlan  R.  Giles,  M.D. 

Robert  C.  Lloyd,  M.D. 

Frederic  Stimmell,  M.D. 

Moderator:  William  C.  Scott,  M.D. 
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Approved  for  fourteen  and  one-half  hours 
required  credit  for  ArMA  Certificate  in  Con- 
tinuing Medical  Education  and  thirteen  and 
one-half  hours  elective  credit  by  the  Ameri- 
can Academy  of  Family  Practice. 


4:30  p.m.  to  5:00  p.m.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  1 Embassy  Room  Above  Hotel  Lobby 

Title:  The  Treatment  of  Diseases  of  the  Macula  by  Photocoagulation 

Speaker:  Thomas  F.  Minas,  M.D. 

SECTION  II  Convention  Center  Room  A-l 

Title:  “Air  Evac”  An  Arizona  Original 

Speaker:  Harry  L.  Reger,  M.D. 

SECTION  III  Convention  Center  Room  A-2 

(Session  begins  4:00  p.m.  — Ends  5:00  p.m.) 

Title:  Physician  Unions 

Speakers:  Daniel  T.  Cloud,  M.D.  — “AMA’s  Position” 

Frederick  K.  Steiner,  Jr.  — “What  can  an  Arizona  Physicians’  Union  do  that  a 
County  Medical  Society  or  State  Medical  Association  can’t  do?” 

Sanford  Marcus,  M.D.  — “The  National  Overview” 

Richard  W.  Switzer,  M.D.  — “The  Local  Perspective” 

Moderator:  Oscar  A.  Thorup,  Jr.,  M.D. 

SECTION  IV Directors  Room  Above  Hotel  Lobby 

(Session  begins  at  4:00  p.m.  — Ends  at  5:00  p.m.) 

Title:  Intrauterine  Diagnosis  & Fetal  Monitoring 

Speakers:  Harlan  R.  Giles,  M.D. 

Robert  C.  Lloyd,  M.D. 

Frederic  Stimmell,  M.D. 

Moderator:  William  C.  Scott,  M.D. 

7:00  p.m.— President’s  Reception  North  Poolside  (no  host) 

8:00  p.m.-President’s  Dinner  Dance  - Convention  Center.  Dancing  to  the  music  of  “The  VIP'S" 

(Admission  by  ticket  only) 


SATURDAY,  APRIL  27,  1974 

8:00  a.m.-HOUSE  OF  DELEGATES  - Second  Session  Convention  Center 

to  be  followed  by 

BLUE  SHIELD  CORPORATE  BODY  MEETING  - Second  Session 
12  Noon— ArMA  Board  of  Directors  Meeting  and  Luncheon  Kudu  Room 

12  Noon— SPECIALTY  SOCIETY  LUNCHEONS 

Arizona  Society  of  Pathologists  Lanai  Room 

Arizona  Neurosurgical  Society French  Quarter  Room  #1 
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JONATHAN  ABRAMS,  M.D. 

Chief  of  Cardiology  Division,  UNM  School  of 
Medicine;  Chief  of  Cardiology  Section,  VA 
Hospital,  Albuquerque;  Assistant  Professor  of 
Medicine,  UNM 
N.  BURTON  ATTICO,  M.D. 

University  of  California,  School  of  Public 
Health,  Berkeley,  California 
BICHER  BARMADA,  M.D. 

Phoenix 

BOYD  R.  BURKHARDT,  M.D. 

Tucson 

L.  PHILIP  CARTER,  M.D. 

Phoenix 

C.  DONALD  CHRISTIAN,  M.D. 

Tucson 

DANIEL  T.  CLOUD,  M.D. 

Phoenix 

PAUL  T.  COCHRAN,  M.D. 

Assistant  Professor  of  Psychiatry,  UNM 
BEN  CUMMINS,  M.D. 

Assistant  Professor  of  Psychiatry,  UNM 
THOMAS  C.  DAVIS,  M.D. 

Phoenix 

RAYMOND  C.  DOBERNECK,  M.D.,  Ph.D. 

Professor  & Acting  Chairman,  Dept,  of  Surgery 
- UNM 

THEODORE  G.  DODENHOFF,  M.D. 

Phoenix 

R.  PHILIP  EATON,  M.D. 

Associate  Professor  of  Medicine  — UNM;  Chief, 
Division  of  Endocrinology  and  Metabolism 


W.  STERLING  EDWARDS,  M.D. 

Professor  and  Chairman,  Department  of  Sur- 
gery, UNM 

MICHAEL  L.  EPSTEIN,  M.D. 

Tucson 

LELAND  L.  FAIRBANKS,  M.D. 

Phoenix 

STUART  M.  FINCH,  M.D. 

Tucson 

DONALD  FLAMMER,  Ph.D. 

University  of  New  Mexico 
VINCENT  A.  FULGINITI,  M.D. 

Tucson 

JOHN  H.  GAY,  M.D. 

Phoenix 

PHILIP  GILDENBERG,  M.D. 

Tucson 

HARLAN  R.  GILES,  M.D. 

Tucson 


LAWRENCE  M.  HAAS,  M.D. 

Tucson 

STEPHEN  HALES,  M.D. 

Phoenix 

DUDLEY  C.  E.  HALPE,  M.D. 

Phoenix 

M.  WAYNE  HEINE,  M.D. 

Tucson 

PERRY  A.  HENDERSON,  M.D. 

Associate  Professor  and  Acting  Chairman,  OB/ 
GYN  Dept.,  UNM;  Project  Director,  New  Mexico 
Maternal  and  Infant  Care  Project 
VIRGINIA  HENDERSON 

Instructor  of  Pediatrics  and  Psychiatry,  UNM 
FRED  HERZON,  M.D. 

Assistant  Professor  of  Surgery,  UNM 
JACOB  D.  HOOGERBEETS,  M.D. 

Tucson 

MRS.  THOMAS  B.  JARVIS 

President,  Woman's  Auxiliary  to  ArMA 
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ROBERT  KELLNER,  M.D.,  Ph.D. 

Associate  Professor  of  Psychiatry,  UNM 
LOUIS  J.  KETTEL,  M.D. 

Tucson 

RAVINDRANATH  KOOPOT,  M.D. 

Phoenix 

ROBERT  C.  LLOYD,  M.D. 

Tucson 

JULIANNE  LOCKWOOD 

Instructor,  Programs  for  Children,  UNM 
THOMAS  LOCKWOOD 

Director  of  Pupil  Personnel  Services  of  the 
Albuquerque  Public  Schools 
MRS.  JOHN  LYONS 
Phoenix 

SANFORD  MARCUS,  M.D. 

President,  Union  of  American  Physicians 
SANDEE  MASSETTO,  J.D. 

Phoenix 

John  g.  McGregor,  jr.,  m.d. 

Tucson 


WYNDELL  MERRITT,  M.D. 

Tucson 

THOMAS  F.  MINAS,  M.D. 

Phoenix 

LARRY  L.  MORGENSTERN,  M.D. 

Associate  Professor  of  OB/GYN  Dept.,  UNM 
GRANT  MORROW,  III,  M.D. 

Tucson 

EDWARD  A.  MORTIMER,  JR.,  M.D. 

Professor  and  Chairman,  Dept,  of  Pediatrics, 
UNM 

JOAN  R.  MORTIMER,  Ph.D. 

Assistant  Professor  of  Community  Medicine, 
UNM;  Instructor  in  Psychiatry 
CHRISTINE  MULLIGAN,  R.N.,  B.S.N. 

Phoenix 

R.  RICHARD  MURRAY,  M.D. 

Adjunct  Asistant  Professor  of  OB/GYN  Dept., 
UNM;  Asst.  Project  Director  of  New  Mexico 
Maternal  and  Infant  Care  Project 
GEORGE  M.  NICKAS,  M.D. 

Phoenix 

FRED  A.  OBLEY,  M.D. 

Mesa 

ROBERT  J.  OLIVER,  M.D. 

Tucson 

ERLE  E.  PEACOCK,  JR.,  M.D. 

Tucson 

HARRY  L.  REGER,  M.D. 

Phoenix 

RICHARD  D.  SANDERSON,  M.D. 

Tucson 

EDWARD  SATTENSPIEL,  M.D. 

Phoenix 

PAUL  L.  SCHNUR,  M.D. 

Tucson 

WILLIAM  C.  SCOTT,  M.D. 

Tucson 

JOHN  C.  SLOCUMB,  M.D. 

Assistant  Professor  OB/GYN  Dept.,  UNM;  Med- 
ical Director  of  Taos  Rio  Arriba  Family  Planning 
Program;  Consultant  to  Navajo  Health  Author- 
ity 

RUSSELL  D.  SNYDER,  M.D. 

Associate  Professor  of  Pediatrics,  UNM 
FREDERICK  K.  STEINER,  JR. 

Phoenix 

FREDERIC  N.  STIMMELL,  M.D. 

Phoenix 

PHILLIP  A.  STONE,  M.D. 

Tucson 

RICHARD  W.  SWITZER,  M.D. 

Tucson 

HARRY  E.  THOMPSON,  M.D. 

Tucson 

PHILIP  D.  WALSON,  M.D. 

Tucson 

JOHN  R.  ZELL,  M.D. 

Phoenix 

CHARLES  F.  ZUKOSKI,  M.D. 

Tucson 
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WOMEN'S  AUXILIARY 
to 

THE  ARIZONA  MEDICAL  ASSOCIATION 

44th  ANNUAL  MEETING 


MRS.  RAYMOND  A.  VAALER  MRS.  THOMAS  B.  JARVIS 

1974-1975  1973-1974 


CONVENTION  CHAIRMAN 

MRS.  DENNIS  E.  WEI  LAND 


CONVENTION  SCHEDULE 


TUESDAY,  APRIL  23,  1974 

9:00  a.m. -5:30  p.m.— Arts  & Crafts  Show  Entries Safari  Hotel  Room  A-3,  Convention  Center 

9:00  a.m.-4:00  p.m.— Registration  Safari  Hotel  Lobby,  Convention  Center 

9:00  a.m. -4  p.m.— Hospitality  Center Safari  Hotel  Exhibit  Hall  (next  to  Arts  & Crafts  Show) 

1:00  p.m.— ArMA  House  of  Delegates,  First  Session Safari  Hotel  Room  A-2,  Convention  Center 

Woman’s  Auxiliary  President’s  Report  to  ArMA,  Mrs.  Thomas  Jarvis 
WAAMA  Representative  address  to  ArMA,  Mrs.  Erie  Wilkinson 

FREE  AFTERNOON 

WEDNESDAY,  APRIL  24,  1974 

7:30  a.m. -9:30  a.m.— Panel  Discussion Safari  Hotel  Room  A-l,  Convention  Center 

“The  Physician  as  an  Individual  and  Parent” 

Participants: 

John  R.  Zell,  M.D. 

Joan  R.  Mortimer,  Ph.D. 

Stuart  M.  Finch,  M.D. 

Mrs.  Thomas  B.  Jarvis 

9:00  a.m. -4:00  p.m.— Registration  Safari  Hotel  Lobby,  Convention  Center 

9:00  a.m. -4:00  p.m.  — Hospitality  Center Safari  Hotel  Exhibit  Hall  (next  to  Arts  & Crafts  Show) 

9:00  a.m. -12  noon— Arts  & Crafts  Show Safari  Hotel  Exhibit  Hall,  Room  A-3 

AMA-ERF  Booth  Safari  Hotel  Lobby  Convention  Center,  next  to  Registration  Booth 
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10:00  a. m. -11:00  a.m.— SPECIAL  MEETINGS 

1973-74  Executive  Committee  Safari  Hotel,  Room  155 

Hamer  Education  Loan  Fund  Safari  Hotel,  Room  152 

1973-74  Nominating  Committee  Safari  Hotel,  Room  151 

12:00  p.m. -Past  Presidents’  Gavel  Club  Luncheon The  Other  Place,  7101  E.  Lincoln  Dr.,  Scottsdale 

FREE  AFTERNOON 

7:00  p.m. -8:00  p.m.— Annual  Reception  Safari  Hotel  North  Poolside 

8:00  p.m.-Annual  Steak  Fry  Safari  Hotel  North  Poolside  Lawn 

Dress:  Casual  or  Western 

THURSDAY,  APRIL  25,  1974 

8:30  a.m.-9: 15  a.m.— Breakfast  and  Board  Meeting  Sunburst  Hotel 

In  Attendance:  4925  W.  Scottsdale  Rd.,  Scottsdale 

All  1973-74  State  Officers 

State  Committee  Chairmen  and  Co-chairmen 
Members  of  State  Nominating  Committee 
County  Presidents 

SPECIAL  GUEST  — Mrs.  Erie  Wilkinson,  First  Vice  Pres.  WAAMA 

9:00  a.m.-4:00  p.m.-Registration Safari  Hotel  Lobby,  Convention  Center 

Hospitality  Center Safari  Hotel  Exhibit  Hall  (next  to  Arts  & Crafts  Show) 

Arts  & Crafts  Show  Safari  Hotel  Exhibit  Hall,  Room  A-3 

AMA-ERF  Booth Safari  Hotel  Lobby  Convention  Center,  next  to  Registration  Booth 

9:15  a.m. -10:30  a.m.— FIRST  GENERAL  SESSION  Sunburst  Hotel 

All  auxiliary  members  are  invited  and  urged  to  attend. 

Included  in  agenda: 

Election  of  officers 

SPECIAL  GUEST,  Mrs.  Erie  Wilkinson,  First  Vice  Pres.  WAAMA 

11:00  a.m.  to  11:30  a.m.— Panel  discussion  Safari  Hotel,  Room  A-l 

“Woman,  Her  Legal  and  Social  History  and  Prognosis” 

Participants: 

Mrs.  John  Lyons 
Sandee  Massetto,  J.D. 

Mrs.  Thomas  Jarvis,  Moderator 

11:45  a.m. -12:30  p.m.— Miniworkshop  Safari  Hotel,  Rooms  151,  152,  155 

1:00  p.m.— LUNCHEON,  “A  Gourmet  Treat  with  Etienne” Etienne,  7224  E.  Stetson,  Scottsdale 

(Limited  to  100  reservations) 

Chairman,  Mrs.  Gordon  Peters 

FREE  AFTERNOON 

7:00  p.m. -8:00  p.m.— ArMPAC  Annual  Reception  Safari  Hotel  Convention  Center 

8:00  p.m.— ArMPAC  Annual  Dinner  Safari  Hotel  Convention  Center 


FRIDAY,  APRIL  26,  1974 


8:30  a.m.-9:30  a.m.-COMPLIMENTARY  BREAKFAST  Sunburst  Hotel 

In  attendance: 

All  Committee  Chairmen,  1973-74  (with  co-chairmen) 

All  Committee  Chairmen,  1974-75  (with  co-chairmen) 

SPECIAL  GUEST  — Mrs.  Erie  Wilkinson,  First  Vice  President,  WAAMA 

9:00  a.m. -12:00  p .m.— Registration  Safari  Hotel  Lobby,  Convention  Center 

Hospitality  Center Safari  Hotel  Exhibit  Hall  (next  to  Arts  & Crafts  Show) 

Arts  & Crafts  Show Safari  Hotel  Exhibit  Hall,  Room  A-3 

AMA-ERF  Booth  Safari  Hotel  Lobby  Convention  Center,  next  to  Registration 

9:30  a.m.-ll:30  a.m.-SECOND  GENERAL  SESSION  Sunburst  Hotel 

Included  in  agenda: 

Memorial  Hour  — Mrs.  Sam  Mackoff,  Chaplain 
Address  — Mrs.  Erie  Wilkinson,  National  Officer 
President’s  Report  — Mrs.  Thomas  Jarvis 

12:30  p.m.— LUNCHEON Paradise  Valley  Country  Club,  Homestead,  7101  N.  Tatum  Blvd.,  P.V. 

SECOND  GENERAL  SESSION  (continued) 

Luncheon  Chairman,  Mrs.  Henry  Reuss 
Included  in  agenda: 

Address  by  ArMA  President,  Dr.  William  Payne 

Installation  of  Officers  — Mrs.  Erie  Wilkinson,  National  Officer 

Acceptance  — Mrs.  Raymond  Vaaler 

Adjournment  of  44th  Annual  Meeting 

Program,  Mrs.  Max  Wertz 

Fashion  Show,  “Fiesta  de  Mexico” 

IMMEDIATELY  FOLLOWING Paradise  Valley  Country  Club 

Post  Convention  Board  Meeting,  1974-75  Board 

6:30  p .m.— Woman’s  Auxiliary  President’s  Reception  Safari  Hotel,  Room  152 

7:00  p.m.— President’s  Reception North  Poolside  (No  Host) 

8:00  p.m.— President’s  Dinner  Dance  Convention  Center 
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HIGHLIGHTS 

WOMAN'S  AUXILIARY  CONVENTION 


TUESDAY,  APRIL  23,  1974  THROUGH  FRIDAY,  APRIL  26,  1974 

REGISTRATION  Lobby,  Convention  Center 

Tuesday,  9 a.m.  to  4 p.m. 

Wednesday,  9 a.m.  to  4 p.m. 

Thursday,  9 a.m.  to  4 p.m. 

Friday,  9 a.m.  to  12  noon 

HOSPITALITY  CENTER Exhibit  Hall  (next  to  Arts  & Crafts  Show) 

Tuesday,  9 a.m.  to  4 p.m. 

Wednesday,  9 a.m.  to  4 p.m. 

Thursday,  9 a.m.  to  4 p.m. 

Friday,  9 a.m.  to  12  noon 

ARTS  & CRAFTS  SHOW  Exhibit  Hall  Room  3-A 

Tuesday,  9 a.m.  to  4 p.m. 

Wednesday,  9 a.m.  to  12  noon 
Thursday,  9 a.m.  to  4 p.m. 

Friday,  9 a.  nr.  to  12  noon 

SCIENTIFIC  ASSEMBLY  PROGRAMS 
Wednesday,  7:30  p.m.  to  9:30  p.m. 

“The  Physician  as  an  Individual  and  Parent”  Conv.  Center  Room  A-l 

Thursday,  11:00  a.m.  to  11:30  a.m. 

“Woman,  Her  Legal  and  Social  History  and  Prognosis” Conv.  Center  Room  A-l 

MINIWORKSHOPS 

Thursday,  11:45  a.m.  to  12:30  p.m Safari  Hotel,  Rooms  151,  152,  155 

LUNCHEONS 

Wednesday,  12:00  noon 

Past  Presidents’  Gavel  Club  Luncheon  The  Other  Place 

Thursday,  1:00  p.m. 

“A  Gourmet  Treat  with  Etienne”  Etienne 

Friday,  12:30  p.m. 

“Fiesta  de  Mexico”  Fashion  Show  Paradise  Valley  Country  Club 

SPECIAL  GUEST 

Mrs.  Erie  E.  Wilkinson,  First  Vice  President,  Woman’s  Auxiliary  to 
American  Medical  Association. 
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arizona  medical  association 


1974  ANNUAL  MEETING 


april  23-27, 1974 


safari  hotel 


scottsdale 


PLAN  ON  IT 

TuEsdAy,  Apml  27-1:00  p.M. 

HOUSE  OF  DELEGATES  - first  session 

Malcolm  C.  Todd,  M.D.,  President-Elect  of  the  American  Medical  Association  will  be  the 
guest  speaker. 

— all  members  welcome — 

followed  by  the  BLUE  SHIELD  CORPORATE  BODY  MEETING 

WEdNEsdAy,  April  24-7*70a.m.-9:70  a.m. 

SPECIAL  PROGRAM  FOR  HUSBANDS  AND  WIVES 

(complimentary  Continental  Breakfast) 

"THE  PHYSICIAN  AS  AN  INDIVIDUAL  AND  PARENT" 

10:00  A.M.  REFERENCE  COMMITTEE  MEETINGS 

All  members  are  urged  to  attend  these  meetings  and  express  themselves.  This  is 
the  place  to  get  your  point  of  view  across.  All  members  are  welcome. 

1:00  P.M.  GOLF  AND  TENNIS  TOURNAMENTS 
7:00  P.M.  ANNUAL  STEAK  FRY  - strictly  western. 

ThimsdAy,  A pit  i l 27-  7:00  a.m.  to  5:00  p.M. 

SEVEN  PANELS  AND  TWENTY-NINE  SCIENTIFIC  PAPERS  TO  CHOOSE  FROM  - 
UNIVERSITY  OF  NEW  MEXICO  AND  LOCAL  FACULTY 

7:00  P.M.  ArMPAC  RECEPTION 

8:00  P.M.  ArMPAC  DINNER 

FRidAy,  ApRil  26-7*00  a.m.  to  5:OOp.M. 

FIVE  PANELS  AND  THIRTY-ONE  SCIENTIFIC  PAPERS  TO  CHOOSE  FROM  - UNIVER- 
SITY OF  NEW  MEXICO  AND  LOCAL  FACULTY 


7:00  P.M.  PRESIDENT'S  RECEPTION 

8:00  P.M.  PRESIDENT'S  DINNER  DANCE 

— scientific  program  approved  for  14’/2  hours  credit — 


§ATURdAy,  ApRll  27~8:O0  A.M. 

HOUSE  OF  DELEGATES  - second  session 

while  only  delegates  can  vote  at  this  meeting,  all  members  are  welcome  to  attend 
followed  by  the  BLUE  SHIELD  CORPORATE  BODY  MEETING 
a detailed  schedule  of  the  entire  program  will  appear  in  the  march  issue  of 

arizona  medicine 

A GREAT  PROGRAM 
PLAIN  TO  ATTEND 


Clinical  Oncology 
In  Arizona 


CLINICAL  ONCOLOGY 
IN  ARIZONA 


This  new  section  in  Arizona  Medicine  is  spe- 
cifically targeted  to  the  subject  of  cancer  care  in 
the  state  of  Arizona.  Recognition  of  the  impor- 
tance of  cancer  management  has  been  under- 
scored by  the  establishment  of  the  conquest  of 
cancer  as  a national  goal.  In  addition  to  mark- 
edly increase  efforts  towards  support  of  re- 
search through  the  National  Cancer  Institute 
and  the  American  Cancer  Society,  patient  care 
activities  have  also  been  strengthened.  For  ex- 
ample, formal  subspecialty  boards  in  Oncology 
were  recently  established  by  the  American  Board 
of  Internal  Medicine,  and  in  Hematology-Oncol- 
ogy by  the  American  Board  of  Pediatrics.  In  this 
column,  current  concepts  in  cancer  management 
and  recent  advances  in  cancer  research  that  are 
relevant  to  Arizona,  will  be  discussed  each 
month.  Cancer  therapy  is  currently  changing  at 
an  extraordinarily  rapid  rate,  and  the  views  ex- 
pressed on  this  page  should  not  be  considered  as 
static  recommendations.  The  editors  of  this  col- 
umn will  select  key  topics  and  invite  interested 
physicians  and  allied  health  professionals  from 
Arizona  to  write  components  related  to  areas  of 
their  expertise  in  cancer. 

Editors:  Paul  H.  Duffey,  M.D.,  F.A.C.P., 
Hematology-Oncology,  The  Tucson  Clinic,  Tuc- 
son, Arizona  85716;  Sydney  E.  Salmon,  M.D. 
Head,  Section  of  Hematology  and  Oncology', 
University  of  Arizona  College  of  Medicine,  Tuc- 
son, Arizona  85724. 
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CHEMOTHERAPY  OF  BREAST  CANCER 
STANDARD  TREATMENT 
Paul  H.  Duffey,  M.D.,  F.A.C.P. 

Since  there  is  currently  no  cure  for  metastatic 
breast  cancer,  the  main  goal  of  chemotherapy 
has  been  palliative:  to  relieve  symptoms  and 
keep  the  patient  normally  active  for  as  long  as 
possible  with  as  little  inconvenience,  hospitali- 
zation, and  toxic  side  effects  as  possible.  Hor- 
monal therapy  (either  additive  or  ablative)  is 
generally  well  tolerated  and  should  be  used  prior 
to  the  institution  of  systemic  chemotheraphy  if 
appropriate.  Hormonal  therapy  includes  such 
measures  as  oophorectomy,  adrenalectomy,  hy- 
pophysectomy  and  administration  of  estrogens, 
androgens,  progestogens,  and  corticosteroids. 
Chemotherapy  consists  of  drugs  used  singly  or 
in  combination.  The  three  standard  agents  of 
greatest  efficacy  are  5-fluorouracil,  cyclophos- 
phamide, and  methotrexate.  Vincristine  may  also 
occasionally  be  useful.  My  preference  for  initiat- 
ing treatment  is  to  begin  5-fluorouracil  500  mgs. 
intravenously  (I.V.)  weekly.  This  has  produced 
an  average  symptom-free  interval  of  9.5  months 
in  my  patients.  When  there  were  symptoms  or 
radiologic  evidence  of  progression  (blastic  bone 
lesions  after  treatment  often  means  improvement 
in  breast  cancer),  therapy  is  usually  changed  to 
cyclophosphamide  (cytoxanR)  500  mgs.  I.V. 
weekly.  This  schedule  has  produced  an  average 
symptom-free  interval  of  8 months  in  my  pa- 
tients. Both  of  these  single  agents  appear  to  be 
most  effective  and  well  tolerated  when  given 
I.V.  once  a week  although  other  schedules  and 
routes  of  administration  are  commonly  employ- 
ed. Although  these  drugs  are  simple  to  admin- 
ister, the  physician  must  be  constantly  alert  for 
side  effects,  which  can  be  severe  or  even  life 
threatening.  The  dosage  may  have  to  be  lowered 
in  individual  patients,  primarily  for  leukopenia. 
If  there  is  evidence  of  progressive  cancer  dur- 
ing single  agent  treatment,  I have  then  begun 
treatment  with  a 5-drug  combination  generally 
known  as  the  “Cooper  regimen”. 

More  recently,  because  of  the  increased  fre- 
quency of  objective  tumor  regression  with  com- 

From:  The  Tucson  Clinic,  116  N.  Tucson  Blvd.,  Tucson,  AZ 
85716  (Dr.  Duffey). 


bination  treatment,  my  preference  has  been  to 
begin  selected  patients  with  metastatic  disease 
resistant  to  hormonal  therapy  on  a modified 
Cooper  regimen  rather  than  single  agents.  Ob- 
jective responses  occur  in  about  60%  of  cases. 
The  program  consists  of  methotrexate  50  mgs. 
I.V.,  5-fluorouracil  500  mgs.  I.V.,  vincristine  (On- 
covin1*) 1 mg.,  I.V.,  cyclophosphamide  500  mgs. 
I.V.  and  prednisone  5 mgs.  PO  Q.I.D.  (tapered 
later).  These  dosages  are  average  amounts,  but 
must  be  judged  by  the  patient’s  body  weight  or 
surface  area  and  prior  therapy.  The  intravenous 
drugs  are  given  weekly  times  four,  every  two 
weeks  time  four,  every  three  weeks  times  four, 
and  then  every  four  weeks  until  relapse  occurs. 
Although  statistics  concerning  length  of  remis- 
sion are  unavailable  yet,  the  duration  appears  to 
exceed  that  obtained  with  single  agents.  One  of 
my  patients,  for  example,  has  been  free  of  symp- 
toms over  20  months  on  this  program. 

With  multiple  drug  chemotherapy  even  more 
careful  attention  must  be  paid  to  potential  drug 
toxicities,  especially,  myelosuppression  and  vin- 
cristine-induced neuropathy.  Practical  steps  such 
as  obtaining  blood  counts  by  finger  stick  instead 
of  venipuncture  are  useful  in  preserving  veins 
so  they  can  be  used  over  a long  period  of  time 
for  intravenous  chemotherapy.  The  use  of  com- 
bination chemotherapy  requires  thorough  knowl- 
edge of  these  agents  and  some  prior  experience 
in  their  administration.  Properly  used  such  treat- 
ment constitutes  effective  palliation  thus  per- 
mitting patients  full  and  active  lives  for  months 
or  even  years. 


INVESTIGATIONAL  TREATMENT 

Stephen  E.  Jones,  M.D. 

The  anthracycline  antibiotic  adriamycin  (still 
investigational)  is  now  clearly  a major  addition 
to  the  armamentarium  of  agents  active  against 
breast  cancer.  This  antibiotic  binds  to  tumor  cell 
DNA  and  kills  both  dividing  and  resting  cancer 
cells.  Recent  studies  have  shown  that  adriamycin 
is  the  most  active  single  agent  yet  developed: 
objective  tumor  responses  are  observed  in  about 
half  of  patients  with  far  advanced  breast  cancer. 

From:  Section  of  Hematology  and  Oncology,  University  of 

Arizona  College  of  Medicine,  Tucson,  AZ  (DR.  Jones). 
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Adriamycin  is  given  by  intravenous  infusion  over 
30  minutes  at  a dosage  of  70  mgs/M2.  Myelosup- 
pression  is  observed  between  10  and  14  days 
with  full  recovery  of  blood  counts  by  3-4  weeks, 
thus  permitting  a second  dose  (a  note  of  caution: 
in  patients  who  have  received  prior  myelosup- 
pressive  therapy  or  those  with  hepatic  disease, 
it  is  advisable  to  initiate  treatment  with  a re- 
duced dose  and  then  if  well  tolerated  to  escalate 
subsequent  doses).  Other  side  effects  of  adria- 
mycin include  hair  loss  (100%),  nausea  on  the 
day  of  administration  (50-75%),  and  occasionally 
stomatitis.  Nausea  may  be  controlled  with  anti- 
emetics. A total  cumulative  dose  of  550  mgs/M2 
of  adriamycin  should  not  be  exceeded.  Irreversi- 
ble cardiac  damage,  usually  manifested  by  con- 
gestive heart  failure  or  arrhythmias,  has  been 
observed  when  this  total  dose  was  exceeded. 

e 

Below  the  550  mgs/M2  dosage,  adriamycin  ap- 
pears to  be  a safe  and  effective  drug  for  the 
treatment  of  breast  cancer.  Although  remissions 
induced  with  adriamycin  are  dramatic,  they  tend 
to  be  of  relatively  short  duration  (6-8  months). 
This  suggests  that  adriamycin  will  find  its  major 
use  in  combination  chemotherapy. 

Other  current  anticancer  drugs  of  investiga- 
tional status  show  only  modest  promise  in  the 
treatment  of  breast  cancer,  but  occasional  sig- 
nificant tumor  regressions  are  obtained.  These 
miscellaneous  agents  include  the  nitrosureas 
(BCNU,  CCNU,  and  Methyl  CCNU).  Newer 
compounds  such  as  platinum  and  the  podophyl- 
lin  derivatives  are  still  under  study  and  data 
about  their  effectiveness  in  breast  cancer  are  not 
yet  available. 

Because  of  the  encouraging  results  with  adria- 
mycin as  a single  agent  we  have  been  investi- 
gating the  use  of  adriamycin  (40  mgs/M2  I.V.) 
in  combination  with  cyclophosphamide  (200 
mgs/M2  PO  for  4 days)  for  advanced  breast  can- 
cer patients  who  have  received  no  prior  cyto- 
toxic chemotherapy  at  3-4  week  intervals.  As  of 
November,  1973  the  objective  response  rate  (at 
least  50%  regression  of  all  measurable  lesions) 
was  70%  for  23  patients  who  received  an  evalu- 
able course  of  treatment  and  84%  for  19  patients 
who  received  an  adequate  trial  consisting  of  two 
or  more  courses  of  therapy.  No  serious  complica- 
tions have  been  observed  with  this  combination 
and,  except  for  hair  loss  and  some  nausea,  it  is 
well  tolerated.  Thus,  this  particular  combination 
of  an  experimental  drug  plus  a standard  agent, 
has  proven  to  be  an  extremely  effective  and  well 


tolerated  treatment  for  patients  with  advanced 
breast  cancer. 

Because  of  our  encouraging  experience  with 
adriamycin-cyclophosphamide  in  advanced 
breast  cancer,  we  are  now  in  the  process  of 
organizing  a controlled  clinical  trial  to  test  the 
efficacy  of  this  combination  for  surgical  adju- 
vant treatment  in  patients  with  limited  (Stage 
II)  disease  after  completion  of  their  initial  ther- 
apy to  the  primary  treatment  field.  The  purpose 
of  this  trial  is  to  determine  whether  adjuvant 
chemotherapy  with  adriamycin-cytoxan  will  in- 
crease the  cure  rate  in  Stage  II  breast  cancer. 
This  will  be  a multidisciplinary  study  requiring 
close  cooperation  between  local  primary  care 
physicians,  surgeons,  pathologists,  radiation  on- 
cologists, and  medical  oncologists.  Major  interest 
in  this  study  has  already  been  manifest  by  uni- 
versity and  community  physicians  and  the  trial 
is  about  to  begin.  Eligibility  criteria  include: 
1)  patients  of  age  30-65,  2)  surgical  treatment  of 
either  a radical  or  modified  radical  mastectomy 
(with  or  without  irradiation),  3)  disease  of  patho- 
logic Stage  II  (positive  axillary  nodes),  4)  histol- 
ogy of  an  infiltrating  ductal  adenocarcinoma, 
5)  a negative  bone  scan,  and  6)  informed  consent 
and  willingness  to  participate  by  both  the  refer- 
ring physician  and  the  patient.  If  the  above 
criteria  are  satisfied,  half  of  the  patients  will  be 
assigned  to  receive  an  additional  6 months  (8 
cycles)  of  intensive  chemotherapy  with  adria- 
mycin-cyclophosphamide. The  rationale  for  early 
chemotherapy  is  an  attempt  to  destroy  sub- 
clinical  microscopic  metastases  which  are  re- 
sponsible for  the  known  50-80%  failure  rate  of 
standard  surgical  treatment  in  Stage  II  disease. 
Previous  adjuvant  trials,  including  the  current 
national  breast  trial,  have  suffered  from  many 
shortcomings,  including  the  use  of  ineffective 
drugs  or  inadequate  courses  of  therapy.  We 
firmly  believe,  and  hope  to  prove,  that  this  study 
will  clearly  demonstrated  that  intensive  and 
early  “prophylactic”  combination  chemotherapy 
can  substantially  improve  the  cure  rate  of  Stage 
II  breast  cancer. 
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CONFUSION  IN  THE  MARKETPLACE 
NUTRITION  COUNCIL  OF  ARIZONA 

Food  shortages,  higher  prices  and  changes  in 
food  labeling  are  focusing  public  attention  on 
foods.  This  growing  concern  prompts  more  ques- 
tions to  the  physician  and  dietitian  on  the  effects 
of  food  processing  and  food  additives.  The  in- 
creased listing  of  ingredients  on  packaging  ex- 
poses the  consumer  to  unfamiliar  terminology 
that  may  raise  more  questions  than  it  answers. 
Advertising  claims  and  misleading  “scientific” 
reports  add  to  the  confusion.  To  answer  the 
hysteric  claims  that  “we  are  being  poisoned  by 
pesticides,  doomed  to  cancer  from  additives,  or 
malnourished  from  poor  soil  or  processing”  we 
need  to  take  a logical  look  at  foods. 

In  the  United  States  the  average  adult  woman 
consumes  around  130  pounds  of  additives  an- 
nually. This  is  composed  of:  Sugar  — 102  lbs.; 
Salt  — 15  lbs.;  Corn  Syrup  — 8.4  lbs.;  Dextrose  — 
4.2  lbs.;  about  1800  other  additives  — 1 lb. 

The  nomenclature  for  the  other  additives  such 
as  emulsifiers,  stabilizers,  and  leavening  agents 
is  not  designed  to  whet  the  appetite.  To  read 
that  chicken  boullion  contains  in  descending 
concentration:  salt,  chicken,  MSG,  sugar,  malto- 
dextrin,  chicken  fat,  onion  flavoring,  vegetable 
gum,  hydrolyzed  protein,  turmeric,  oxygen  incep- 
tor,  L-cysteine  hydrochloride  and  thiamine  hy- 
drochloride is  of  little  comfort  to  the  reader. 

In  counseling  patients  it  can  be  pointed  out 
that  additives  help  overcome  the  shortcomings 
of  basic  food  preservation  and  are  necessary  for 
the  distribution  of  food  supplies.  They  have  little 
relative  potential  for  harm  and  are  better  tested 
than  the  ingredients  nature  puts  in  our  food  sup- 
ply. Natural  toxicants  such  as  selenium  and  oxa- 


late present  hazards,  but  the  greatest  potential 
for  real  danger  is  contamination  or  food  spoilage 
in  the  home. 

More  information  on  this  will  be  included  in 
a short  course  for  continuing  education  sched- 
uled at  the  Arizona  State  University  the  week  of 
June  3-9,  1974.  Dr.  Harold  S.  Olcott,  University 
of  California,  Davis,  will  discuss  the  effect  of 
food  processing  on  nutritive  value  of  foods,  food 
additives  and  the  status  of  the  FDA  review  of 
the  Generally  Regarded  As  Safe  food  list  on 
June  4. 

For  further  information  on  this  course  please 
contact: 

Nutrition  Council  of  Arizona 

4747  E.  Indian  School  Rd. 

Suite  401 

Phoenix,  Az.  85018 

Tel.:  957-0450 


The  American  Board  of  Family  Practice  an- 
nounces that  it  will  give  its  next  two-day  written 
certification  examination  on  October  19-20,  1974. 
It  will  be  held  in  five  centers  geographically  dis- 
tributed throughout  the  United  States.  Informa- 
tion regarding  the  exampination  may  be  ob- 
tained by  writing: 

Nicholas  J.  Pisacano,  M.D.,  Secretly 
American  Board  of  Family  Practice,  Inc. 
University  of  Kentucky  Medical  Center 
Annex  #2,  Room  229 
Lexington,  Kentucky  40506 
PLEASE  NOTE:  It  is  necessary  for  each  physi- 
cian desiring  to  take  the  examination  to  file  a 
completed  application  with  the  Board  office. 
Deadline  for  receipt  of  applications  in  this  of- 
fice is  June  15,  1974. 
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Letters  to  Editor 


January  22,  1974 
Editor 

Arizona  Medicine 

810  W.  Bethany  Home  Road 

Phoenix,  Arizona  85013 

AN  OPEN  LETTER  TO  PHYSICIANS 

I recently  experienced  the  death  of  a sister. 
As  with  the  death  of  every  person  I know  and 
care  about  I experienced  feelings  of  shock,  pain 
and  disappointment. 

I had  known  my  sister’s  physician.  He  was  a 
respected  physician  in  a community  I had  left. 
He  had  been  treating  her  for  about  three  years 
for  a variety  of  illnesses.  I had  the  impression 
from  my  sister’s  letters  that  she  felt  great  confi- 
dence in  him.  She  believed  that  he  cared  about 
her  as  a person  first,  then  as  a person  whom  he 
could  help  with  specific  treatment  methods. 

On  the  basis  of  some  of  the  experience  I have 
had  working  in  hospitals  and  community  agen- 
cies in  which  a relationship  with  a patient  has 
been  broken  by  death,  I played  a hunch.  I stop- 
ped at  that  doctor’s  house  on  a Sunday  morning, 
the  day  after  the  funeral.  The  few  minutes  I 
was  able  to  spend  with  the  doctor  and  his  wife 
served  two  purposes.  The  first  was  to  say,  “thank 
you”  as  best  I could,  “for  caring  about  my  sister.” 
And  the  second  was  to  say,  “I  recognize  that  you 
as  a physician  who  is  a person  have  experienced 
a sense  of  loss  too.” 

When  I left  their  house,  I felt  that  we  had 
experienced  an  emotional  embrace;  the  kind  of 


event  which  we  should  have  more  often.  Then  it 
was  obvious  that  both  purposes  had  been  served. 

A few  days  ago  that  physician  wrote  to  me 
and  expressed  his  appreciation  for  that  visit.  He 
said  a few  good  things  about  my  sister  and  his 
disappointment  about  not  being  able  to  save  her 
life. 

I’m  writing  the  letter  to  physicians  in  general 
because  I would  like  to  say  thank  you  for  all  the 
many  relatives  who  have  not  recognized  that  an 
important  thing  happens  to  physicians  when 
they  lose  a patient.  In  spite  of  your  training  (or 
lack  of  it)  in  experiencing  the  death  of  patients, 
each  death  is  a new  death.  Each  death  involves 
emotions  which  we  suppress,  substitute,  deny  or 
recognize.  The  opportunity  to  recognize  your 
own  grief  would  seem  essential  to  your  effective 
functioning  as  a person-physician.  As  long  as 
you  function  as  one  of  your  patient’s  survivors 
you  deal  with  your  reaction  in  some  way.  Denial 
is  not  our  only  available  defense,  even  though 
we  may  use  it  most  commonly. 

I propose  that  you  become  aware  of  how  you 
perform  this  difficult  task  by  examining  your 
feelings  and  behavior  in  the  past.  Wherever  pos- 
sible, join  other  health  professionals  in  group 
efforts  to  examine  your  reactions.  You  will  be 
helping  yourself  and  other  survivors  when  your 
response  reflects  your  true  feelings. 

Sincerely  yours, 

William  L.  Roberts,  ACSW 
Assistant  Professor 
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Medical  History 


FOILS  AND  TOILS 
OF  PEST  HOUSE  ERA 


AUDREY  D.  STEVENS 

The  first  suggestion  that  qualifications  for 
hospitals  be  standardized  was  made  by  Phoe- 
nix’s own  pioneer  surgeon,  Dr.  E.  Payne  Palmer. 
The  occasion  was  the  meeting  of  the  American 
College  of  Surgeons,  and  the  year  was  1913. 
However,  it  has  taken  many  a year  for  this  to  be 
accomplished.  In  the  meantime  practically  all 
towns  in  the  United  States  has  hospitals  private- 
ly called  “pest  houses.” 

Termites,  lice,  bedbugs  and  just  plain  filth 
prevailed.  There  were  good  reasons  for  this  as 
there  weren’t  the  antiseptics  or  the  fumigating 
solutions  that  we  have  on  today’s  market. 

As  was  the  custom  of  that  era,  visiting  days  at 
hospitals  were  usually  once  a week.  The  day  be- 
fore this  social  event  everyone  available  was  put 
to  work  digging  out  the  filth.  The  attack  on  bed 
bugs,  cockroaches,  lice  and  fleas  was  something 
to  behold.  A mixture  of  turpentine  and  bichlor- 
ide of  mercury  was  the  usual  weapon.  At  that, 
on  a cold  day,  bedbugs  were  known  to  appear 
from  inside  the  mattress  in  an  attempt  to  warm 
themselves  from  the  heated  rocks  used  in  the 
patient’s  bed.  The  heated  rocks  were  used  to 
keep  the  patients’  feet  warm. 


Only  a few  people  recognized  the  importance 
of  cleanliness  and  then  not  to  its  fullest  extent. 
For  example,  the  thermometer  shown  above  was 
given  to  the  writer  and  her  husband  by  the  late 
Dr.  James  Malcolm  Walsh,  graduate  of  Michi- 
gan Medical  School.  It  has  three  thermometers 
in  one  case.  Each  one  is  marked  for  its  use:  con- 
tagious, rectal  and  for  ordinary  cases.  When 
used  the  thermometer  was  shaken,  wiped  on  a 
coat  sleeve,  pants  or  newspaper  and  then  shoved 
into  the  mouth  of  the  next  unsuspecting  victim. 
These  thermometers  were  not  only  used  in  pest 
houses,  but  were  carried  in  the  doctor’s  medical 
bag  to  private  homes,  schools,  etc. 

St.  Joseph’s,  Phoenix,  and  St.  Mary’s  Tucson, 
were  just  12  bed  hospitals.  Fort  hospitals  and  the 
mining  hospitals  were  limited  in  space  as  well 
as  labour  and  finances. 

Like  most  pioneer  communities,  Jerome,  a 
booming  mining  camp  of  that  era,  also  had  a 
pest  house.  In  the  early  1900’s,  after  much  per- 
suasion, Dr.  Charles  Winter  Woods  accepted  the 
post  of  superintendent  of  Jerome’s  “pest  house.” 
It  is  said  that  he  accepted  the  position  with  the 
qualifications  that  he  be  paid  a salary  and  be 
provided  with  all  the  whiskey  he  wanted.  Dr. 
Woods  graduated  from  New  York  Eclectic  Col- 
lege (1881),  served  for  one  year  on  the  Arizona 
Board  of  Medical  Examiners  and  had  his  share 
of  Jerome  patients.  He  did  not  use  prescriptions 
but  made  his  own  medicine,  usually  using  herbs 
spiced  with  whiskey  or  other  forms  of  giggle 
water  and  taking  more  than  a few  nips  of  the 
flavoring  for  his  own  enjoyment. 
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An  interesting  side  note  concerning  the  pest 
house  is  a story  told  by  the  natives  of  Jerome.  It 
seems  that  during  one  of  the  epidemics  that  hit 
Arizona,  a young  boy  patient  was  not  expected 
to  live,  and  in  preparation  for  his  death,  his 
family  had  built  a casket  for  his  burial.  Happily, 
with  Dr.  Wood’s  aid,  the  boy  ended  up  by  using 
the  casket,  with  wheels  attached,  as  a coaster. 

However,  had  Dr.  Henry  A.  Hughes  of  Tempe 
known  about  the  agreement  of  the  Jerome  city 
fathers  and  Dr.  Woods,  he  would  have  blown 
his  non-alcoholic  cork.  He  was  a rabid  prohibi- 
tionist, one  of  the  founders  of  Arizona  Medical 
Society,  a leading  physician  of  the  territory  and 
a very  opinionated  man.  Imagine  his  horror 
when  he  read  in  one  of  the  leading  medical 
journals,  Boston  Medical  and  Surgical  Journal 
(1884)  the  following: 

‘Writing  of  fashion,  doctors’  lunches  have  be- 
come quite  the  thing.  We  have  had  two  here  re- 
cently, one  given  by  Dr.  Toner  to  Dr.  Warren 
Bey,  and  the  other  by  Dr.  Jos.  Taber  Johnson 
to  Dr.  Munde’,  of  New  York,  and  very  enjoy- 
able affairs  they  were,  only  Johnson’s  punch  was 
a little  too  strong  to  be  taken  in  the  middle  of 
the  day  by  anyone  who  still  had  his  rounds  to 
to  make.  A conversation  on  this  subject  was 
overheard  as  occurring  between  two  ladies: 
’What  are  all  these  doctors’  buggies  doing  here?’ 
‘It  is  a doctor’s  lunch,  my  dear.’  'A  doctor’s 
lunch!  Well  I never  heard  of  doctors  stopping 
to  have  a formal  lunch  before.” 

If  Drs.  Hughes,  E.  Payne  Palmer,  Ancil  Martin, 
D.  M.  Purman,  W.  H.  Ward,  John  W.  Foss  and 
Otto  E.  Plath  had  spent  as  much  energy  clean- 


ing up  the  germs  and  bugs  in  hospitals  as  they 
did  arguing  over  the  freedom  of  a person’s  right 
to  drink  cocktails,  the  hospitals  might  have  been 
cleaned  up  sooner.  Dr.  Hughes  was  such  a fan- 
atic on  the  subject  of  drink  that  the  other  doctors 
mentioned  above  stopped  for  a time  attending 
Arizona  Medical  meetings. 

However  a few  of  these  doctors  rented  hotel 
rooms  and  used  them  as  hospital  rooms.  Dr. 
Winfred  Wylie,  Phoenix,  rented  rooms  in  the 
recently  demolished  Adams  Hotel.  Several  so- 
cially prominent  citizens,  whose  names  now  ap- 
pear regularly  in  the  society  columns  of  our 
newspapers,  made  their  initial  arrival  at  the 
Adams  Hotel. 

But  with  all  the  precautions,  accidents  did 
happen,  and  while  I have  not  located  an  account 
of  disaster  in  Arizona  hotel  rooms,  one  reported 
by  my  friend,  Dr.  J.  Roy  Jones  in  his  book. 
Memories,  Men  and  Medicine  in  Sacramento, 
California,  is  descriptive  of  the  times. 

“Dr.  J.  F.  Montgomery  operating  on  a patient 
in  a hotel  room.  Dr.  (I.  E.)  Oatman  assisted  and 
Dr.  (G.  L.)  Simmons  gave  the  anaesthetic.  At  an 
early  stage  of  anaesthesis,  as  sometimes  happen- 
ed, the  patient  suddenly  became  rigid,  turned 
blue,  and  ceased  brathing.  Dr.  Simmons  said  to 
Dr.  Montgomery:  ‘Dr.,  the  patient  isn’t  doing  so 
well;  he  isn’t  breathing.’  Dr.  Montgomery  then 
leaned  over  and  laid  his  ear  on  the  man’s  chest 
to  check  heart  sounds.  Meanwhile  Dr.  Oatman 
became  excited  and  looking  for  water  grabbed 
a bucket  nearby  and  dumped  it  on  Dr.  Mont- 
gomery’s head.  It  was  a potent  pail  of  slop.  The 
patient  gasped  a breath.  Dr.  Simmons  thanked 
God  and  felt  better,  and  Dr.  Montgomery!!!!!” 
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-the  human  integument 
rs  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemicaily,  reducing  the  risk 
of  sensitization. 


INblCATIONSr"ffjerapeut/ca//yi  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
» organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
♦ primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacteria!  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN 

(POLYMYXIN  B-BACIWN-NEOMYCIN) 


Ointment 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vz  oz.  and  y32  oz.  (approx.)  foil  packets. 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Future 

Medical  Meetings 


GASTROENTEROLOGY  FOR  CUNICIANS-1974 

March  11-13,  1974 

Del  Webb's  TowneHouse,  Phoenix,  AZ 

SPONSOR:  Institute  of  Gastroenterology 
Good  Samaritan  Hospital 

CONTACT: 

David  C.  H.  Sun,  M.D. 

Institute  of  Gastroenterology 
Good  Samaritan  Hospital 
1033  E.  McDowell  Rd. 

Phoenix,  AZ  85006 


AMERICAN  ACADEMY  OF  PSYCHIATRY 
AND  THE  LAW 

SPRING  MEETING 

March  15,  16,  1974 

SPONSOR:  AAP&L  and  American  Psychiatric  Assoc. 

CONTACT: 

Maier  I.  Tuchler,  M.D. 

4426  North  36th  St. 

Phoenix,  AZ  85018 

Approved  for  12  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


ACUTE  CORONARY  PROBLEMS 

March  13,  1974 
Page  Hospital 
Page,  Arizona 

SPONSOR:  Arizona  Regional  Medical  Program,  CESA 

CONTACT: 

Ira  Erlich,  M.D. 

444  W.  Osborn 
Phoenix,  AZ  85013 

Approved  for  2 required  hours  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


CLINICAL  RECOGNITION  AND 
MANAGEMENT  OF  HEART  DISEASE,  1974 

March  21, 22,  23,  1974 
Arizona  Medical  Center 
Tucson,  AZ 

SPONSOR:  Section  of  Cardiology,  Dept. 

Of  Internal  Medicine,  U of  A. 

CONTACT: 

Gordon  A.  Ewy,  M.D. 

Section  of  Cardiology 
University  of  Arizona 
Arizona  Medical  Center 
Tucson,  AZ  85724 


THE  PORPHYRIAS -THE  SIMULATORS 

March  13,  1974 
Tucson  Medical  Center 
Marshall  Auditorium,  Tucson,  AZ 

SPONSOR:  Tucson  Hospitals  Medical  Education 
Program 

CONTACT: 

E.  G.  Ramsay,  M.D. 

P.O.  Box  6067 
Tucson,  AZ  85733 

Approved  for  1 required  hour  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


ACID  PEPTIC  DISEASE  IN  A MODERN 
SETTING 

March  20,  27,  1974 
April  3,  10,  1974 

Tucson  Medical  Center,  Tucson,  AZ 

SPONSOR:  Tucson  Hospitals  Medical  Education  Program 

CONTACT: 

Eric  G.  Ramsay,  M.D. 

P.O.  Box  6067 
Tucson,  AZ  85733 

Approved  for  4 required  hours  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 
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CLINICAL  RECOGNITION  AND  MANAGEMENT 
OF  HEART  DISEASE  - 1974 

March  21, 22,  23 

Arizona  Medical  Center,  Tucson,  AZ 

SPONSOR:  University  of  Arizona  College  of  Medicine 

CONTACT: 

Frank  Marcus,  M.D. 

University  of  Arizona 
College  of  Medicine 
Tucson,  AZ  85724 

Approved  for  16  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


MYASTHENIA  GRAVIS  SYMPOSIUM 

March  23,  1974 
Hotel  Valley  Ho,  Scottsdale,  AZ 

SPONSOR:  Ar  izona  Chapter  Myasthenia  Gravis  Foundation 

CONTACT: 

Jim  Stockwell 
4728  N.  15th  St. 

Phoenix,  AZ  85014 

Approved  for  2 required  hours  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


WESTERN  GERONTOLOGICAL  SOCIETY 

March  24-26,  1974 
Braniff  Place,  Tucson,  AZ 

SPONSOR:  Western  Gerontological  Society 

CONTACT: 

Western  Gerontological  Society 
c/o  Handmaker  Jewish  Nursing  Home 
2221  North  Rosemont  Boulevard 
Tucson,  AZ  85712 


CORONARY  ARTERY  SURGERY 

March  26,  1974 

Coconino  County  Public  Health  Dept. 
Flagstaff,  AZ 

SPONSOR:  Arizona  Regional  Medical  Program,  CESA 

CONTACT: 

Edward  B.  Diethrich,  M.D. 

Arizona  Heart  Institute 
Phoenix,  AZ  85013 

Approved  for  2 required  hours  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


FAMILY  MEDICINE 

April  3,  1974 

St.  Joseph's  Hospital,  Nogales,  AZ 

SPONSOR:  Arizona  Regional  Medical 
Program,  CESA 

CONTACT: 

Anthony  F.  Vuturo,  M.D. 

Dept,  of  Family  & Community  Medicine 
University  of  Arizona 
Tucson,  AZ  85724 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


83rd  ANNUAL  MEETING  OF 
THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 

April  25-26,  1974 

Safari  Hotel  Conv.  Center,  Scottsdale,  AZ 

SPONSOR:  A rizona  Medical  Association  & 

University  of  New  Mexico  School 
of  Medicine 

CONTACT: 

Vincent  A.  Fulginiti,  M.D. 

Program  Director 
Arizona  Medical  Association 
810  W.  Bethany  Home  Rd. 

Phoenix,  AZ  85013 

Approved  for  14V2  hours  toward  the  ArMA  Certificate  in  Con- 
tinuing Medical  Education. 


ARIZONA  SOCIETY  OF  OTOLARYNGOLOGY 
TEACHING  PROGRAM  1973-74 

Phoenix— Public  Health  Indian  Hospital 
4212  N.  16th  St., 

Main  Conference  Room,  8 P.M. 

Tucson— College  of  Medicine,  Room  2105 
7:30  P.M. 

SPONSOR:  A rizona  Society  of  Otolaryngology 

CONTACT: 

Richard  D.  Zonis,  M.D. 

7301  4th  St. 

Scottsdale,  AZ  85251 

George  Ely,  M.D. 

601  N.  Wilmot 
Tucson,  AZ  8571  1 

PROGRAM: 

The  Dizzy  Patient,  March  12,  1974.  (Tucson)  March  19 
Sinus  Disease,  April  9,  1974.  (Tucson)  April  16 
Cholesteatoma  with  Facial  Paralysis,  April  9,  1974. 

(Tucson)  April  16 

Facial  Nerve  Surgery,  May  14,  1974.  (Tucson)  May  21 

Approved  for  8 elective  hours  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 
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REVIEW  COURSE  IN  INTERNAL  MEDICINE 


SOCIETY  OF  MEDICINE  AND  RELIGION 

Schedule  of  Meetings  1974 
6:30  Dinner 


27  Sessions,  Every  Wednesday 
Nov.  21,  1973-May  22,  1974 

SPONSOR:  Good  Samaritan  Hospital  and 
Maricopa  County  General  Hospital 

CONTACT: 

David  J.  Crosby,  M.D. 

Good  Samaritan  Hospital 

Jerome  H.  Targovnik 

Maricopa  County  General  Hospital 

Approved  for  1 V2  hours  per  session  toward  the  ArMA  Cer- 
tificate in  Continuing  Medical  Education. 


CARDIOLOGY  CONFERENCE 

Weekly  — Friday  8-9  a.m. 

St.  Mary's  Hospital  Auditorium 
Tucson,  AZ 

SPONSOR:  St.  Mary's  Hospital 

CONTACT: 

A.  L.  Forte,  M.D. 

St.  Mary's  Hospital 
Tucson,  AZ 

Approved  for  one  required  hour  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


EVENING  SEMINAR  SERIES  FOR  THE 
PRIMARY  CARE  PHYSICIAN 

Last  Monday  of  Months  Sept. -May 
Room  3117  College  of  Medicine 
U of  A,  Tucson,  AZ 

SPONSOR:  Dept,  of  Family  & Community  Medicine, 

U of  A College  of  Medicine 

CONTACT: 

Anthony  F.  Vuturo,  M.D. 

Dept,  of  Family  & Community  Medicine 
U of  A College  of  Medicine 
Tucson,  AZ  85724 

Approved  for  2 required  hours  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


SPONSOR:  Society  of  Medicine  and  Religion 

CONTACT: 

Joseph  Hanss,  Jr.,  M.D. 

2021  North  Central  Ave. 

Phoenix,  AZ  85004 
Phone:  252-6045 

PROGRAM: 

Divorce  — Can  We  Ease  The  Pain? 
March  28,  St.  Luke's  Hospital 
Living  With  The  Retarded, 

April  25,  Good  Samaritan  Hospital 
Annual  Meeting,  May  30, 

Beautitudes  Retirement  Home 


CLINICAL  CANCER  CONFERENCE 

3rd  Wednesday  Every  Month 
Butler  Bldg.  Conference  Room 
Good  Samaritan  Hospital,  Phoenix,  AZ 

SPONSOR:  Good  Samaritan  Hospital 

CONTACT: 

John  A.  Bruner,  M.D. 

926  E.  McDowell  Road 
Phoenix,  AZ  85006 

Approved  for  1 required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


SURGICAL  GRAND  ROUNDS 
4TH  TUESDAY  OF  EACH  MONTH 

Hospital  Auditorium 
Baptist  Hospital,  Phoenix 

SPONSOR:  Baptist  Hospital  Phoenix 

CONTACT: 

James  B.  Shields,  M.D. 

6036  N.  19th  Ave. 

Phoenix,  AZ  85015 

Approved  for  1 V2  required  hours  per  month  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 
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We  can  tell  you  how  your 
practice  is  prospering... 
weekly...montnly...or  quarterly. 


Whatever  the  size  of  your  practice,  there’s  a Valley 
Bank  service  that  can  give  you  the  accurate, 
detailed  financial  information  you  need. 

We  call  it  General  Ledger  Management  Service. 
GLM  for  short. 

It’s  quickly  and  easily  installed.  It’s  uncompli- 
cated. And  it  easily  adapts  to  a single-doctor 
practice,  professional  corporations  or  multi-doctor 
clinics. 

It  allows  your  bookkeeper  single-handedly  to 
implement  and  maintain  a comprehensive  general 
ledger  system  for  your  practice.  Our  computer  does 
all  the  posting  and  balancing  (that  one  feature  alone 
can  save  hours  of  tedious,  time-consuming  detail 
work) . 

Because  it  significantly  reduces  manual 
accounting  time,  the  service  saves  money  for  many 
physicians,  too. 


The  Valley  Bank’s  General  Ledger  Management 
System  organizes  information  in  a way  that  makes 
it  easy  for  you  to  analyze  where  your  practice 
stands  financially.  It’s  more  comprehensive,  more 
flexible,  and  provides  more  value  for  your  money 
than  any  other  general  ledger  system  offered  in 
Arizona. 

Call  us.  We’ll  show  you  why. 

In  Phoenix  261-2103 

In  Tucson  792-7370 


Tailored  to  your  specific  needs. 

■ GLM  reports  can  be  provided  weekly,  monthly 
or  quarterly. 

■ Four  basic  reports  are  provided,  each  with 
special  options  available:  General  Ledger,  Trial 
Balance,  Statement  of  Profit  and  Loss,  and 
Balance  Sheet. 

■ Optional  reports  are  available,  offering  in-depth 
expense  ledger  analyses. 

■ Conversion  to  GLM  will  probably  not  require 
any  changes  in  your  present  accounting  pro- 
cedures. 

■ GLM  costs  are  computed  only  on  the  amount 
of  work  processed  for  you  (no  wasteful  blanket 
charges). 


o 


JR** 


Valley  National  Bank 
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THE  ARIZONA  MEDICAL  ASSOCIATION,  INC.,  ORGANIZED  1892,  810  W.  BETHANY  HOME  ROAD,  PHOENIX,  ARIZONA  85013. 


OFFICERS  AND  DIRECTORS  - 1973-74 


President— Philip  E.  Dew,  M.D 

President-Elect— William  G.  Payne,  M.D . . 

Vice  President— William  C.  Scott,  M.D 

Secretary— Edward  Sattenspiel,  M.D 

Treasurer— Richard  L.  Dexter,  M.D 

Speaker  of  the  House— Robert  A.  Price,  M.D 

Past  President— John  J.  Standifer,  M.D 

Editor-In-Chief— John  R.  Green,  M.D 

Delegate  to  AMA— Daniel  T.  Cloud,  M.D 

Delegate  to  AMA— Seymour  I.  Shapiro,  M.D 

Alternate  Delegate  to  AMA— Arthur  V.  Dudley,  Jr.,  M.D 
Alternate  Delegate  to  AMA— Richard  O.  Flynn,  M.D 


P.O.  Box  1911,  Tucson 

P.  O.  Box  V,  Tempe 

College  of  Medicine,  U of  A,  Tucson 

333  W.  Thomas  Rd.,  Phoenix 

116  N.  Tucson  Blvd.,  Tucson 

4247  N.  32nd  St.,  Phoenix 

412  E.  Oak  St.,  Kingman 

302  W.  Thomas  Rd.,  Phoenix 

3411  N.  5th  Ave.,  Phoenix 

. . 1601  N.  Tucson  Blvd.,  #24,  Tucson 
. . 1601  N.  Tucson  Blvd,  #23,  Tucson 
2210  S.  Mill  Ave.,  Tempe 


DISTRICT  DIRECTORS 

Central  District— W.  Scott  Chisholm.  Jr.,  M.D 

Central  District— Charles  H.  Finney,  M.D 

Central  District— George  L Hoffmann,  M.D 

Central  District— Wallace  A.  Reed,  M.D 

Central  District— Lawrence  J.  Shapiro,  M.D 

Northeastern  District— Richard  B.  Johns,  M.D 

Northwestern  District— John  F.  Kahle,  M.D 

Southeastern  District— Bruce  N.  Curtis,  M.D 

Southern  District— Henry  P.  Limbacher,  M.D 

Southern  District— Vemor  F.  Lovett,  M.D 

Southern  District— George  W.  Nash,  M.D 

Southwestern  District— Glen  H.  Walker,  M.D 


1158  E.  Missouri,  Phoenix 

555  W.  Catalina,  Phoenix 

438  W.  5th  Place,  Mesa 

758  E.  McDowell  Rd.,  Phoenix 

444  W.  Osborn  Phoenix 

P.  O.  Box  520.  Payson 

715  N.  Beaver,  Flagstaff 

618  N.  Central  Ave.,  S afford 

116  N.  Tucson  Blvd.,  Tucson 

5402  E.  Grant  Road,  Tucson 

Craycroft  Medical  Center,  # 306,  Tucson 
291  W.  Wilson,  Coolidge 


85702 

85281 

85724 

85013 

85716 

85018 

86401 

85013 

85013 

85716 

85716 

85281 


85014 

85013 

85201 

85006 

85013 

85541 

86001 

85546 

85716 

85712 

85711 

85228 


President— Luis  Cueva  Niz  

President-Elect— Herbert  W.  Bradley,  M.D.  . 

Vice  President— Fernando  de  La  Cueva  

Secretary,  USA— Schyuler  V.  Hilts,  M.D 

Secretary,  Mexico— Horace  Pakilla,  M.D.  . . . 

Treasurer,  USA— Lucy  A.  Vemetti,  M.D 

Treasurer,  Mexico— Jorge  Riggen  Davila,  M.D. 
Executive  Secy,  USA— Mrs.  Virginia  E.  Bryant 
Executive  Secy,  Mexico— Sr.  Alfredo  Parton  . 


Mar-Negro  #1343,  Guadalajara,  Jalisco,  Mexico 

800  Third  Street,  Marysville,  California  95001 

Hidalgo  #3266.  Guadalajara,  Jalisco.  Mexico 

Tucson  Medical  Center,  P.O.  Box  6607,  Tucson,  AZ  85716 

Hospital  Civil,  Guadalajara,  Jalisco.  Mexico 

333  West  Thomas  Road,  #207,  Phoenix,  AZ  85013 

Marsella  #510  Sur.  Guadalajara,  Jalisco.  Mexico 

333  West  Thomas  Road,  #207,  Phoenix,  AZ  85013 

Heriberto  Frias  #60  Sur,  Mazatlan,  Sinola.  Mexico 


COMMITTEES  - 1973-74 

ARTICLES  OF  INCORPORATION  & BYLAWS  COMMITTEE: 
Charles  E.  Henderson,  M.D.,  Chairman,  (Phoenix);  Arnold  H. 
Dysterheft.  M.D.  (Lakeside);  William  W.  McKinley  Jr.,  M.D. 
(Scottsdale);  William  B.  Steen,  M.D.  (Tucson);  Clarence  E. 
Yount,  Jr.,  M.D.  (Prescott). 

BENEVOLENT  & LOAN  FUND  COMMITTEE:  Daniel  T.  Cloud, 
M.D.,  Chairman  (Phoenix);  George  Adams,  M.D.  (Tucson); 
Richard  L.  Dexter,  M.D.  (Tucson);  Arthur  V.  Dudley,  Jr., 
M.D.  (Tucson);  R.  Lee  Foster,  M.D.  (Phoenix);  Cecil  C. 
Vaughn,  Jr.,  M.D.  (Phoenix);  Karl  E.  Voldeng,  M.D. 
(Phoenix). 

FINANCE  COMMITTEE:  Richard  L.  Dexter,  M.D.,  Chairman 
(Tucson);  W.  Albert  Brewer,  M.D.  (Phoenix);  Philip  E. 
Dew,  M.D.  (Tucson);  William  J.  Dunn,  M.D.  (Phoenix); 
V.  Eugene  Frazier,  M.D.  (Mesa);  Charles  C.  Hedges,  Jr., 
M.D.  (Phoenix);  Gerald  Marshall,  M.D.  (Phoenix);  Robert 
P.  Purpura,  M.D.  (Tucson);  Seymour  I.  Shapiro,  M.D.  (Tuc- 
son); Max  L.  Wertz,  M.D.  (Phoenix). 

GOVERNMENTAL  SERVICES  COMMITTEE:  Walter  R.  Eicher, 

M. D.,  Chairman  (Chandler);  John  A.  Ash,  M.D.  (Phoenix); 
Otto  L.  Bendheim,  M.D.  (Phoenix);  Lloyd  S.  Epstein.  M.D. 
(Tucson);  Stanford  F.  Farnsworth,  M.D.  (Phoenix);  Harold 

N.  Gordon,  M.D.  (Phoenix);  John  W.  Heaton,  M.D.  (Phoenix); 
Artell  Johnson,  M.D.  (Phoenix);  Charles  Kalil,  M.D.  (Phoe- 
nix); Louis  C.  Kossuth,  M.D.  (Phoenix);  Dermont  W.  Melick, 
M.D.  (Tucson);  William  R.  Myers,  M.D.  (Phoenix);  Albert  J. 
Ochsner  II,  M.D.  (Yuma);  O.  Melvin  Phillips,  M.D.  (Scotts- 
dale); Wallace  A.  Reed,  M.D.  (Phoenix);  Marvin  C.  Schnei- 
der, M.D.  (Phoenix);  Glen  H.  Walker,  M.D.  (Coolidge). 

GRIEVANCE  COMMITTEE:  John  J.  Standifer,  M.D.,  Chairman 
(Kingman);  Richard  W.  Abbuhl,  M.D.  (Phoenix);  Walter 
Brazie,  M.D.  (Kingman);  Richard  E.  H.  Duisberg,  M.D. 
(Phoenix);  Norman  D.  Duley,  M.D.  (Flagstaff);  Stuart  I. 
Holtzman,  M.D.  (Tucson);  R.  T.  McDonald,  M.D.  (Flag- 
staff); William  W.  McKinley,  M.D.  (Scottsdale);  Albert  J. 
Ochsner,  II,  M.D.  (Yuma). 

HISTORY  & OBITUARIES  COMMITTEE:  John  R.  Green,  M.D., 
Chairman  (Phoenix);  Francis  J.  Bean,  M.D.  (Tucson);  Walter 
Brazie,  M.D.  (Kingman);  C.  Bland  Gidding,  M.D.  (Mesa); 
John  W.  Kennedy,  M.D.  (Phoenix);  Abe  I.  Podolsky,  M.D. 
(Yuma);  Jay  L.  Sitterley,  M.D.  (Flagstaff). 

LEGISLATIVE  COMMITTEE:  Richard  O.  Flynn  M.D.  (Tempe); 
Richard  W.  Abbuhl,  M.D.  (Phoenix);  Richard  H.  Bruner, 
M.D.  (Phoenix);  W.  Scott  Chisholm,  M.D.  (Phoenix);  Sam 
C.  Colachis.  Jr.,  M.D.  (Phoenix);  William  E.  Crisp,  M.D. 
(Phoenix);  John  W.  Curtin,  M.D.  (Phoenix);  Kenneth  A. 
Dregseth,  M.D.  (Sierra  Vista);  Stanford  F.  Farnsworth,  M.D. 
(Phoenix);  Lawrence  N.  Frazin,  M.D.  (Phoenix);  Donald  M. 


Gleason.  M.D.  (Tucson);  Donald  F.  Griess,  M.D.  (Tucson); 
Louis  Hirsch,  M.D.  (Tucson);  John  P.  Holbrook,  M.D.  (Tuc- 
son); Terrance  W.  Hull,  M.D.  (Phoenix);  Marion  A.  Jabczen- 
ski,  M.D.  (Phoenix);  John  F.  Kahle,  M.D.  (Flagstaff);  Meyer 
Markovitz.  M.D.  (Phoenix);  R.  Michael  O’Harra,  M.D.  (Phoe- 
nix); Robert  J.  Oliver,  M.D.  (Tucson);  Ratibor  Pantovich, 
D.O.  (Phoenix);  O.  Melvin  Phillips,  M.D.  (Scottsdale);  Wil- 
fred M.  Potter,  M.D.  (Scottsdale);  Paul  L.  Schnur,  M.D. 
(Tucson);  Berton  Siegel,  D.O.  (Phoenix);  Paul  L.  Singer,  M.D. 
(Phoenix);  William  L.  Smith,  D.O.  (Phoenix);  Raymond  A. 
Vaaler,  M.D.  (Phoenix);  Dennis  E.  Weiland,  M.D.  (Scotts- 
dale). 

MEDICAL  ECONOMICS  COMMITTEE:  Richard  S.  Armstrong, 
M.D.,  Chairman  (Tucson);  Albert  C.  Asendorf,  M.D.  (Phoe- 
nix); Francis  J.  Bean,  M.D.  (Tucson);  Charles  M.  Berg- 
schneider,  M.D.  (Scottsdale);  Ian  M.  Chesser,  M.D.  (Tucson); 
Charles  F.  Dalton,  M.D.  (Phoenix);  Wilbur  D.  Dice,  M.D. 
(Yuma);  Kenneth  Dregseth,  M.D.  (Sierra  Vista);  Charles  H. 
Finney,  M.D.  (Phoenix);  William  B.  Helme,  M.D.  (Phoenix); 
Howard  N.  Kandell.  M.D.  (Phoenix);  Patrick  P.  Moraca,  M.D. 
(Phoenix);  Robert  Purpura,  M.D.  (Tucson);  Wallace  A.  Reed, 
M.D.  (Phoenix);  Paul  L.  Schnur,  M.D.  (Tucson);  Richard 
Switzer,  M.D.  (Tucson);  Roger  E.  Wilcox,  M.D.  (Phoenix). 
MEDICAL  EDUCATION  COMMITTEE:  Robert  E.  T.  Stark, 
M.D.,  Chairman  (Phoenix);  Willis  H.  Bower,  M.D.  (Phoenix); 
Dan. el  B.  Carroll,  M.D.  (Phoenix);  Melvin  L.  Cohen,  M.D. 
(Phoenix);  William  E.  Crisp,  M.D.  (Phoenix);  D.  J.  Crosby, 
M.D.  (Phoenix);  Kenneth  S.  Dregseth,  M.D.  (Sierra  Vista); 
Francis  T.  Flood,  M.D.  (Phoenix);  Harry  W.  Hale,  M.D. 
(Phoenix);  Robert  E.  Hastings,  Jr.,  M.D.  (Tucson);  Raymond 
J.  Jennett,  M.D.  (Phoenix);  Howard  N.  Kandell,  M.D.  Phoe- 
nix); Jack  M.  Layton,  M.D.  (Tucson);  Harry  F.  Lenhardt, 
M.D.  (Phoenix);  James  F.  Martin,  M.D.  (Yuma);  R.  T.  Mc- 
Donald (Flagstaff);  Dermont  W.  Melick,  M.D.  (Tucson); 
Dward  G.  Moody,  M.D.  (Nogales);  Arthur  R.  Nelson,  M.D. 
(Phoenix);  Milan  Novak,  Ph.D.,  M.D.  (Tucson);  Eric  J. 
Ramsay,  M.D.  (Tucson);  William  C.  Scott,  M.D.  (Tucson); 
William  F.  Sheeley,  M.D.  (Phoenix);  John  J.  Standifer,  M.D. 
(Kingman);  David  C.  H.  Sun,  M.D.  (Phoenix);  Jesse  W.  Tapp, 
M.D.  (Tucson);  Ashton  B.  Taylor,  M.D.  (Phoenix);  Cecil  C. 
Vaughn,  M.D.  (Phoenix);  Albert  G.  Wagner,  M.D.  (Phoenix); 
John  C.  Flannery.  M.D.  (Phoenix). 

OCCUPATIONAL  HEALTH  COMMITTEE:  Joseph  M.  Hughes, 
M.D.,  Chairman  (Phoenix);  Floyd  K.  Berk,  M.D.  (Tucson); 
Sheldon  Davidson.  M.D.  (Phoenix);  Walter  V.  Edwards,  Jr., 
M.D.  (Phoenix);  N.  A.  Ehrmann,  M.D.  (Kearny);  Robert  V. 
Horan,  M.D.  (Morenci);  Robert  B.  Leonard,  M.D.  (Phoenix); 
Florian  R.  Rabe,  M.D.  (Scottsdale);  Eugene  J.  Ryan,  M.D. 
(Phoenix);  Sidney  J.  Stovall,  M.D.  (Phoenix);  William  C. 
Trier,  M.D.  (Tucson);  Maier  Tuchler,  M.D.  (Phoenix);  W.  A. 
Warner,  M.D.  (Phoenix). 
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MEMBERS  ARE  URGED  TO  BRING  MATTERS  ON  INTEREST  AND  CONCERN  TO  THE 
CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF  ANY 
MEMBER  OF  THE  BOARD  OF  DIRECTORS. 

AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


PROFESSIONAL  COMMITTEE:  Robert  S.  Ganelin,  M.D.,  Chair- 
man (Phoenix);  Charles  D.  Connor,  M.D.  (Phoenix);  Joseph 
W.  Hanss,  M.D.  (Phoenix);  George  T.  Hoffmann,  M.D. 
(Phoenix);  Richard  Johns,  M.D.  (Payson);  Helen  Johnson, 
M.D.  (Tucson);  Harold  W.  Kohl,  M.D.  (Tucson);  Laurence 
M.  Linkner,  M.D.  (Phoenix);  Frederick  J.  Brady,  M.D.  (Tuc- 
son); William  G.  Payne,  M.D.  (Phoenix);  Herman  S.  Rhu, 
Jr.,  M.D.  (Tucson);  Donald  F.  Schaller,  M.D.  (Phoenix); 
Corvee  A.  Spendlove,  M.D.  (Phoenix);  Neil  O.  Ward,  M.D. 
(Phoenix). 

PUBLIC  RELATIONS  COMMITTEE:  Charles  H.  Finney,  M.D., 
Chairman  (Phoenix);  Robert  W.  Brazie,  M.D.  (Phoenix);  E. 
F.  Bloemker,  M.D.  (Phoenix),  Walker  Brock,  M.D.  (Phoenix); 
Richard  L.  Jones,  M.D.  (Tempe);  Robert  A.  Johnson,  M.D. 
(Phoenix);  R.  F.  Keeling.  Sr.,  M.D.  (Ajo);  Don  V.  Langston, 
M.D.  (Phoenix);  Charles  M.  Lofdahl,  M.D.  (Phoenix):  Irving 
M.  Pallin.  M.D.  (Sun  City);  William  Russell,  M.D.  (Phoenix); 
William  C.  Scott,  M.D.  (Tucson);  Lawrence  J.  Shapiro,  M.D. 
(Phoenix);  Selma  E.  Targovnik,  M.D.  (Phoenix);  Morton  S. 
Thomas,  III,  M.D.  (Wickenburg). 

PUBLISHING  COMMITTEE:  John  R.  Green,  M.D.,  Chairman 
(Phoenix);  Andre  J.  Bruwer,  M.D.  (Tucson);  John  C.  Duffy, 
M.D.  (Tucson);  Walter  V.  Edwards,  Jr.,  M.D.  (Phoenix); 
Gerold  Kaplan,  M.D.  (Phoenix);  William  B.  McGrath,  M.D. 
(Phoenix);  David  Pent,  M.D.  (Phoenix);  David  C.  H.  Sun, 
M.D.  (Phoenix). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Vincent  A.  Fulginiti, 
M.D.  Chairman  (Tucson);  S.  C.  Anand,  M.D.  (Phoenix); 
Thomas  E.  Bittker,  M.D.  (Phoenix);  William  E.  Bishop,  M.D. 
(Globe);  W.  Scott  Chisholm,  M.D.  (Phoenix);  Paul  H. 

Duffey,  M.D.  (Tucson);  Milton  S.  Dworin,  M.D.  (Tucson); 

Thomas  F.  Hartley,  M.D.  (Scottsdale);  Thomas  Henry,  M.D. 
(Flagstaff);  James  M.  Hurley,  M.D.  (Phoenix);  Mark  M. 

Kartchner,  M.D.  (Tucson);  Norman  N.  Komar,  M.D.  (Tuc- 
son); Eugene  Leihsohn,  M.D.  (Phoenix);  Philip  Levy,  M.D. 
(Phoenix);  J.  Frank  Martin,  M.D.  (Yuma);  George  W.  Nash, 
M.D.  (Tucson);  John  E.  Oakley,  M.D.  (Prescott);  Wilfred  M. 
Potter,  M.D.  (Scottsdale);  Neopito  L.  Robles,  M.D.  (Tucson); 
W.  David  Rummel,  Jr.,  M.D.  (Prescott);  William  C.  Scott, 

M. D.  (Tucson);  Luis  S.  Tan,  M.D.  (Phoenix);  Oscar  A. 

Thorup,  Jr.  (Tucson);  J.  Garland  Wood,  M.D.  (Flagstaff); 
Donald  Ziehm,  M.D.  (Phoenix). 

COUNTY  MEDICAL  SOCIETY  OFFICERS,  1973-74 

APACHE:  H.  G.  Erhart,  M.D.,  President,  Box  71,  Springerville, 
85938;  D.  L.  Neel,  M.D.,  Secretary,  Box  827,  Lakeside, 
85929. 

COCHISE:  Richard  Groschupf,  M.D.,  President,  1105  San  Antonio 
Ave.,  Douglas,  85607;  Edward  B.  Grothaus,  M.D.,  Secretary, 
P.O.  Box  2082,  Sierra  Vista  85635. 

COCONINO:  William  J.  Austin,  M.D.,  President,  1355  N.  Beaver, 
Flagstaff,  86001;  B.  Alfred  Finney,  M.D.,  Secretary,  1355 

N.  Beaver,  Flagstaff,  86001. 

GILA:  Charles  A.  Bejarano,  M.D.,  President,  Drawer  L.  Claypool, 
85532;  D.  B.  Gilbert,  M.D.,  Secretary,  P.  O.  Box  1030, 
Payson  85541. 

GRAHAM:  William  R.  Sullivan,  M.D.,  President,  2016  W.  16th 
St.,  Safford,  85546;  Edward  R.  Curtis,  M.D.,  Secretary,  503 
5th  Ave.,  Safford,  85546. 

GREENLEE:  Gordon  Garrioch,  M.D.,  President,  Morenci  Hospital, 
Morenci,  85540;  Roberto  A.  Dinglasan,  M.D.,  Secretary, 
Morenci  Hospital,  Morencie,  85540. 

MARICOPA:  David  Pent,  M.D.,  President;  Max  L.  Wertz,  M.D., 
Secretary.  (Society  address:  2025  N.  Central,  Phoenix  85004.) 

MOHAVE:  Albert  Rosenblatt,  M.D.,  President,  412  E.  Oak  St., 
Kingman,  86401;  Earl  Gilbert,  M.D.,  Secretary,  Mohave 
General  Hospital,  Kingman,  86401. 

NAVAJO:  George  G.  Bertino,  Jr.,  M.D.,  President,  1500  William- 
son Ave.,  Winslow,  86047;  R.  Joseph  Haley  III,  M.D., 
Secretary,  P.O.  Box  700,  Holbrook,  86025. 

PIMA:  Newell  K.  Richardson,  M.D.,  President;  Stuart  W.  West- 
fall,  M.D.,  Secretary.  (Society  address:  2555  East  Adams 
Street,  Tucson  85716.) 

PINAL:  James  M.  Wagoner,  M.D.,  President,  1023  E.  Florence, 
Casa  Grande  85222;  Paul  A.  Roshorough,  M.D.,  Secretary, 
Pinal  General  Hospital,  Florence  85232. 

SANTA  CRUZ:  Delmar  R.  Mock,  M.D.,  President,  Box  433  Pata- 
gonia, 85624;  Charles  S.  Smith,  M.D.,  Secretary,  P.O.  Box 
1382,  Nogales,  85621. 

YAVAPAI:  G.  F.  McNally,  M.D.,  President,  2400  Nolte  Dr„ 
Prescott  86301;  John  Houston,  M.D.,  Secetary,  533  W. 
Gurley,  Prescott  86301. 

YUMA:  Lester  G.  Olin,  M.D.,  President,  2244  Ave.  A,  Yuma, 
85364;  Dirk  Frauenfelder,  M.D.,  Secretary,  P.O.  Box  4370, 
Kofa  Station,  Yuma,  85364. 


WOMAN’S  AUXILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION  1973-74 

PRESIDENT  Mrs.  Thomas  Jarvis  (Barbara) 

1266  Skyline  Drive,  Globe,  85501 

PRESIDENT-ELECT  Mrs.  Raymond  Vaaler  (Ann) 

3624  North  54th  Court,  Phoenix,  85018 

1st  VICE  PRESIDENT  Mrs.  Howard  Kimball  (Ella) 

414  West  Northview  Avenue,  Phoenix,  85021 

2nd  VICE  PRESIDENT Mrs.  Ruben  Acosta  (Mary) 

85  Sierra  Vista  Drive,  Tucson,  85719 

RECORDING  SECY Mrs.  William  Robey  (Barbara) 

Box  597,  Litchfield  Park,  85340 

TREASURER  Mrs.  John  Vosskuhler  (JoAnn) 

2220  N.  Crescent  Drive,  Flagstaff,  86001) 

DIRECTOR,  1973-74  Mrs.  Charles  I.  Fisher  (Peggy) 

352  West  Berridge  Lane,  Phoenix,  85013 

DIRECTOR,  1972-74  Mrs.  Robert  Hancock  (Elvera) 

1004  West  Palo  Verde  Drive,  Phoenix  85013 

DIRECTOR,  1973-75  Mrs.  Joseph  McNally  (Suzie) 

Route  1,  Box  320,  Prescott,  86301 

CHAPLAIN  Mrs.  Sam  M.  Mackoff  (Selma) 

5343  N.  23rd  St.,  Phoenix,  85016 

CORRESPONDING  SECY Mrs.  Paul  Jarrett  (Beverly) 

501  E.  Pasadena,  Phoenix,  85012 

HISTORIAN  Mrs.  Melvin  Phillips  (Jean) 

111  West  Palmdale,  Tempe,  85281 

PARLIAMENTARIAN Mrs.  Robert  Oliver  (Nicki) 

910  North  Wilmot  Road,  Tucson,  85711 


COUNTY  AUXILIARY  PRESIDENTS 

COCONINO  Mrs.  John  Vosskuhler  (JoAnn) 

2220  N.  Crescent  Drive,  Flagstaff,  86001 

GILA  Mrs.  B.  J.  Collopy  (Dinah) 

Box  342,  Miami,  85539 

MARICOPA  Mrs.  Albert  Wagner  (Helen) 

3216  E.  Meadowbrook  Avenue,  Phoenix  85018 

PIMA  Mrs.  Robert  Goldfarb  (Lesley) 

5051  Mission  Hill  Drive,  Tucson,  85718 

YAVAPAI  Mrs.  Evaristo  Martinez  (Frances) 

1172  Country  Club  Dr.,  Prescott,  86301 

YUMA  Mrs.  Robert  Delph  (Grace) 

1921  16th  Place,  Yuma,  85364 


CHAIRMAN  OF  STANDING  AND  SPECIAL  COMMITTEE 
1973-74 

AMA-ERF  Mrs.  Lawrence  Bailey  (Mary  Ann) 

712  West  Oregon,  Phoenix  85013 

BYLAWS  Mrs.  Glen  Walker  (Ruth) 

Box  1225,  Coolidge,  85228 

COMMUNITY  HEALTH  EDUC Mrs.  Boyd  Metcalf  (Kay) 

5701  Calle  Del  Paisano,  Phoenix,  85018 

COMMUNITY  HEALTH  SERV Mrs.  Ralph  Linden  (Sylvia) 

1971  West  15th  Street,  Yuma,  85364 

CONVENTION  Mrs.  Dennis  E.  Weiland  (Jeanne) 

5826  N.  Monte  Vista  Drive,  Scottsdale,  85253 

FINANCE  Mrs.  Carl  Shrader,  Jr.,  (Ginny) 

1615  Aztec,  Flagstaff,  86001 

GEMS  Mrs.  David  Gilbert  (Fay) 

Box  1030.  Payson,  85541 

HAMER  EDUC.  LOAN  FUND  ...Mrs.  Alvin  Swenson  (Vicki) 
5250  Bartlett  Circle,  Phoenix,  85016 

HEALTH  MANPOWER  Mrs.  Luis  Tan  (Mary  Jo) 

3510  East  Nita  Road,  Paradise  Valley 

HOSTESS  Mrs.  James  Hopkins  (Pat) 

37  N.  Country  Club  Drive,  Phoenix,  85014 
INTERNATIONAL  HEALTH  ....  Mrs.  B.  L.  Whitman  (Alberta) 
V.  A.  Center,  Box  22,  Prescott,  86301 

LEGISLATION  Mrs.  Warren  S.  Williams  (Pete) 

Route  5,  Box  893,  Tucson,  85718 
TEMPE,  MESA,  CHANDLER,  LIAISON 

Mrs.  John  Hanigsberg  (Barbara) 
1610  East  Donner  Street,  Tempe,  85282 
ORGANIZATION  & MEMBERSHIP  Mrs.  Howard  Kimball  (Ella) 
414  West  Northview  Avenue,  Phoenix,  85021 

PROCEDURES  & GUIDELINES  Mrs.  M.  J.  Harvey  (Rita) 

P.O.  Box  1729,  Lake  Havasu  City,  86403 

PROGRAM  Mrs.  Raymond  Vaaler,  (Ann) 

3624  North  54th  Court,  Phoenix,  85018 

PUBLICATIONS  Mrs.  Orlin  Wry  (Connie) 

2521  N.  Shade  Tree  Lane,  Tucson  85715 

PUBLIC  RELATIONS  Mrs.  George  Stavros  (Theresa) 

315  W.  Kaler,  Phoenix,  85021 

REPORTS  Mrs.  Charles  Kalil  (Ylma) 

1300  East  Missouri  Ave.,  Phoenix 

WASAMA  Mrs.  Wm.  Price  (Ann) 

4524  N.  59th  Avenue,  Phoenix,  85033 


ARIZONA  MEDICINE  209 


Blowing  the  whistle 
on  the  $2  billion 
health  boondoggle. 


Fad  diets,  fountains  of  youth,  sex  rejuvenators,  worthless 
cancer  and  arthritis  “cures,”  unscientific  cults— every 
year  Americans  waste  at  least  $2  billion  on  such 
fraudulent  and  often  dangerous  health  products  and 
practices. 

Who  blows  the  whistle  on  them?  Who  helps  expose  them 
to  the  public?  Often,  it’s  the  AMA.  The  AMA  is  the 
largest  collector  and  disseminator  of  information  on 
health  frauds  in  this  country,  serving  as  the  clearing- 
house of  such  information  for  federal,  state  and  municipal 
agencies  and  the  public.  It  also  provides  regulatory  and 
law  enforcement  agencies  with  documentation  of  such 
frauds  for  use  in  prosecution. 

Physicians  often  ask  what  the  AMA  does.  Protecting 
Americans  from  health  frauds  is  just  one  of  its  many 
activities  — all  made  possible  by  the  physicians  who 
support  the  AMA  through  their  membership.  Find  out 
more  about  the  AMA  and  how  it  serves  the  public 
and  the  profession.  Just  send  in  the  completed  coupon. 


Join  us. 

We  can  do  much  more  together. 

Dept.  D W 

American  Medical  Association 
535  N.  Dearborn  St. 

Chicago,  111.  60610 

Please  send  me  more  information  on 
the  AMA  and  AMA  membership. 

Name 


City/State/Zip, 
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ARTS  AND  CRAFTS  SHOW 

Registration  Form 

I would  like  to  enter  the  following  items  in  the  Annual  Arts  and  Crafts  Show  to  be  held  April 
23-25,  1974  at  the  Safari  Hotel,  Scottsdale,  Arizona. 

Entries  are  limited  to  three  per  person. 

Description  in  detail  including  size: 


I agree  to  deliver  the  items,  ready  for  display  to  the  Convention  Center  of  the  Safari  Hotel, 
Tuesday,  April  23,  1974  between  1:00  and  4:30  p.m. 

I agree  to  pick  up  above  items  between  9:30  a.m.  and  11:00  a.m.  on  Friday,  April  26. 

Name:  Phone:  

Address:  

For  further  information,  contact: 

Mrs.  Gabriel  de  Freitas 
8221  North  53rd  Street 
Paradise  Valley,  Arizona  85253 


Phone:  948-6366 
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Never  before 

so  much  for  so  little. 

You  couldn’t  get  insurance  coverage  this  extensive  on  your  own. 
And,  even  if  you  could,  you  couldn’t  get  it  for  so  little. 

These  6 plans  were  specially  created  for  the  medical  profession 
under  the  auspices  of  the  Arizona  Medical  Association  as  a 
unique  membership  service. 

Rates  are  extremely  low  because  of  group 
economies.  Claim  processing  is  simple  and 
fast  because  all  plans  are  under  a single 
administrator. 

So  why  settle  for  less  coverage  when  you  can 
get  so  much  for  so  little. 

For  more  information,  contact: 

CHARLES  A.  de  LEEUW  AND  ASSOC.  Phoenix,  Arizona  85012 
3424  North  Central  Avenue  Phone:  248-8500 


YOU  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


why  not  have  it 
laminated? 


it  will  last  a lifetime.... 

PLAQUE  SHOP 


Wood  plaques — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 


7231  EAST  FIRST  AVENUE* 
SCOTTSDALE,  ARIZONA  85251  * 
(602)  945-9338 


MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 


MEDICAL  BOOKSTORE 

College  of  Medicine 
University  of  Arizona 
Tucson,  Arizona  85724 

Phone:  882-6669 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


Emergency — our  business 

Air  Evac  — serving  all  Arizonans  — 
can  be  ordered  by  any  physician 
anytime  to  transport  a patient 
anywhere.  Medically  trained  flight 
crew  is  airborne  in  30  minutes. 


(602)  254-7150 


AfRFVAC 


Samaritan  Health  service 

Phoenix,  Arizona 


MISSOURI  MEDICAL  PLAZA 


13th  Street  & Missouri 


• Prestige  Location 

• Custom  Designed  Suites 

• Excellent  Patient  Parking 

• Reserved  Covered  Parking 

• 25,000  Square  Feet 


• Occupancy  September  1974 

Another  Medical  Project  by 

S.  J.  DRU  DEVELOPMENT  CO. 

240  W.  Osborn 
264-9701 


Medical  Center  K-@aif  and  Clinical  Xaforateri/ 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  258-3484 

CLINICAL  PATHOLOGY  DIAGNOSTIC  X-RAY 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE  ELECTROCARDIOGRAPHY 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 
Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 
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Camelback  Professional  Building 
5051  N.  34th  STREET 
PHOENIX , ARIZONA  85018 
(602)  955-6200 

general  psychiatry  / child  psychiatry  / psychoanalysis,  clinical  psychology  / and  family  counseling. 


ArMA  offers  A NEW 

INSURANCE  FORM 

WE  BIND  YOUR 
PERIODICALS 

FOR  ALL  CLAIMS 

An  order  today  will  stop  the  confusion  of 
multiple  insurance  forms 
Sample  available  on  request 

COST:  $1 .75  per  hundred 

Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

To:  Arizona  Medical  Association 
81  0 West  Bethany  Home  Rd. 
Phoenix,  AZ  8501 3 

$7.50  per  volume,  including  name  imprint. 
Inquire  about  quantity  discounts. 

Please  send  me  hundred  approved 

insurance  forms  costing  $1.75  per  hundred. 

Free  local  pick  up  and  delivery  on  10  volumes 
or  more. 

NAME  . 

ROSWELL  BOOKBINDING 

Address  

Bill  me  0 Payment  Enclosed  0 

2614  North  29th  Avenue 
PHOENIX,  ARIZONA  85009 
272-9338 

SOMETHING 

ETTER 


HAPPENED  FEBRUARY  1,  1971 

When  the  Arizona  Medical  Association's 
Travelers  malpractice  coverage  began. 

BEFORE: 

Arbitrary  Classifications 
Rising  rates,  surcharges,  dwindling 
markets,  non-standard  policies, 
peremptory  cancelations 

AFTER  — AND  NOW: 

Published,  consistent  rating. 

Under  bureau  rating 

No  bobtail  or  warranty  restrictions. 

ArMA  gets  all  Travelers  figures. 

Five  year  program  guarantee.  Standard 
policy  at  standard  prices.  Stability 
and  integrity  for  you. 


Phoenix  and  Northern  Arizona 

Burns-Harrelson-Burns 

5045  North  12th  Street 
Phoenix  85014 
Phone  266-441 1 


PROFESSIONAL 

LIABILITY 

INSURANCE 

PROGRAM 


Tucson  and  Southern  Arizona 

Patzman-Allen-Lamb  & Associates 

5902  East  Pima 
Tucson  85V 12 
Phone  885-2375 

Do  it  today! 


TRAVELERS  Insurance  Comps 

HARTFORD.  CONNECTICUT 


The 


Pharmacy  Directory 


Classified 


FAIRMONT  PHARMACY 

AN  INDEPENDENT 
WITH 

CHAIN  STORE  PRICES 

3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


*ScottsJale  call 

Lute's  Scottsdale  Pharmacy 

For 


PRESCRIPTIONS 
945-8420  - 945-8429 
Next  to  the  1 st  National  Bank 


FREE  DELIVERY 

CALL 


IF  BUSY  CALL  252-1 573 

(Zuetemen* 


n 


Since  J920 

• COSMETICS 

• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MACALPINE’S 

DRUG  STORE 

THE  j&SSg  STORE 

2303  N.  7th  ST. 

DON  BRISCOE  - PHARMACIST 


UNITED  COLLECTION  CORPORATION 

Tempe  Office 

Tucson  Office 

1 602  East  Williams 

2030  E.  Broadway 

Tempe,  AZ  85281 

Suite  101 

Ph:  (602)  966-7275 

Tucson,  AZ  85719 
Ph:  (602)  884-8180 

DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 702 
100  W.  Clarendon  — Phoenix 
Telephone  263-8526 


Medical  Transcription 
For  Physicians  and 
Hospitals 


MULLEN  MEDICAL  SERVICE 

4445  North  36th  Street 
Phoenix,  Arizona  85018 
Telephone  (602)  955-0763 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  327-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1 932" 
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COLLECTION  PROBLEMS? 

Over  four  years  of  experience  in  Arizona  has 
proven  that  our  system  produces  excellent  re- 
sults using  "soft  collection"  methods  at  costs 
averaging  10%  of  moneys  recovered.  We  have 
documented  cases  of  recovery  costs  as  low  as 
2%.  Paid  accounts  are  the  best  accounts.  Call 
or  write:  American  Billing  Corporation  — 4014 
N.  7th  Street  — Phoenix,  Arizona  85014  — 
265-4729. 


OPPORTUNITY  AVAILABLE 

Tucson  — Family  Practitioner  wanted  to  join 
2-man  group  in  new  facility  across  from  Tucson 
Medical  Center,  around  June  15,  1974.  Craig 
Macbeth,  M.D.,  and  William  M.  Steen,  M.D., 
1638  N.  Country  Club,  Tucson  85716 


TUCSON  MEDICAL  PARK  BLOCK  2 

One  office  space  for  lease  2400  sq.  ft.  Would 
be  laid  out  to  your  specifications.  Directly 
across  from  Tucson  Medical  Center  on  Grant. 
Superb  parking,  landscaping  and  large  brick 
courtyard  with  fountain  and  trees.  Completion 
July  1,  1974.  Call  evenings  299-6629  or  write 
1301  E.  Sobre  Lomas,  Tucson  85718 


MEDICAL  SUITE  AVAILABLE 

Directly  across  from  Scottsdale  Memorial  Hos- 
pital, excellent  location  front  suite,  patio  type 
building,  9 months  lease  with  option  to  re- 
new, phone  946-1053  or  948-4894.  May  as- 
sume going  family  practice  at  no  cost. 


ORDER  NOW 

Manual  of  Routine  Orders  for  Medical  and 
Surgical  Emergencies  (A  new  concept  designed 
to  save  lives).  Warren  Green  Publishing  Corp., 
10  South  Brentwood  Ave.,  St.  Louis,  Missouri 
63 1 05.  Price  $9.50. 


POSITION  AVAILABLE 

Medical  Director  for  Santa  Cruz  County  Family 
Preventive  Health  Program  to  be  responsible 
for  administration  and  staffing  of  Family  Plan- 
ning Well  Child  and  prenatal  clinic.  Location 
Santa  Cruz  County  Health  Department,  No- 
gales, AZ.  Fluency  in  Spanish  preferred,  sal- 
ary $28,000  to  $30,000.  Call  collect  (602) 
287-4188  or  write  Jame  James  Bowerman, 
M.D.,  200  La  Castellana  Nogales,  AZ  85621 


POSITION  AVAILABLE 

General  Practitioner  and  General  Surgeons 
needed  to  assume  well  established  practice  in 
West  Texas  in  85  bed,  modern,  fully  accredited 
hospital  serving  community  of  15,000.  Possible 
gross  of  $100,000  after  first  year.  Near  El  Paso 
and  Odessa,  Texas  and  New  Mexico  moun- 
tains. Please  contact  administrator.  Memorial 
Hospital,  Kermit,  Texas  79745.  Telephone  (915) 
586-251  1,  collect. 


OFFICE  SPACE  AVAILABLE 

Office  space  available  suitable  for  General 
Surgeon,  Orthopedic  Surgeon,  ENT,  or  Plastic 
Surgeon  or  other  subspecialty.  Available  im- 
mediately. Contact:  Paul  James,  955-8701  or 
955-2350. 


LOCATION  AVAILABLE 

Available  immediately  — beautiful  Sedona  pro- 
vides a unique  opportunity  for  a profitable 
medical  practice  for  a family  practitioner  in 
our  new  medical  facility.  For  information  con- 
tact the  Sedona  Emergency  Health  Care  Serv- 
ice, Inc.  Call  (602)  282-7243  or  282-7730  or 
write  P.O.  Box  977,  Sedona,  AZ  86336 


OFFICE  SPACE  AVAILABLE 

Space  approximately  900  sq.  ft.  private  office, 
3 exam  rooms,  lots  of  area,  utility  room,  large 
parking  lot,  4034  N.  15th  Ave.,  Phone  266- 
6249. 
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More  than  sleep.. 

your  choice  of  sleep  medication 
is  wisely  based  on  more  than 
sleep-inducing  potential 


sleep  with 


Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dalman 
- 1 jl«  _ r ^ * (flurazepam  HCI];  no  depression  of  cardiac  or  respiratory  functio 

fQl  'QXl  VC  3 0 ? was  noted  in  patientsadministered  recommended  or  higherdose 

* for  as  long  as  90  consecutive  nights. 

In  most  instances  when  adverse  reactions  were  reported,  they  were  mild,  infrequent  and  seldom  re 
quired  discontinuance  of  therapy.  Morning  “hang-over”  with  Dalmane  has  been  relatively  infrequent.  Dizz 
ness,  drowsiness,  lightheadedness  and  the  like 


have  been  the  side  effects  noted  most  frequently, 
particularly  in  the  elderly  and  debilitated.  (An 
initial  dose  of  Dalmane  15  mg  should  be  pre- 
scribed for  these  patients.] 


sleep  for  7 to  8 hour: 
without  need  to 


repeat  dosage  No  sleep  med 

cation  has  been  as  rigorously  evaluated  in  the  sleep  research  laboratory  as  Dalmane.  Insomnia  patient 
given  oneSO-mg  capsule  of  Dalmane  at  bedtime,  on  average:  fell  asleep  within  17  minutes,  had  fewer  nighi 
time  awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours  with  no  need  to  repe 
dosage  during  the  night. 


Dalmane  has  been  shown  to  be  con- 
sistently effective  even  during  con- 
secutive nights  of  administration, 
with  no  need  to  increase  dosage. 

Dalmane  (flurazepam  HCI)  is  a distinctive  sleep  medication— a 
lzodiazepine  specifically  indicated  for  insomnia.  It  is  not  a bar- 
irate  or  methaqualone,  nor  is  it  related  chemically  to  any  other 
ilable  hypnotic. 

When  your  evaluation  of  insomnia  indicates  the  need  for  a sleep 
dication,  consider  Dalmane  — a single  entity  nonnarcotic,  non- 
biturate  agent  proved  effective  and  relatively  safe  for  relief  of 
omnia. 


leep  with 
onsistency 


K;:  ■%  ; Z ■;  l f 

(flurazepam  HCI) 

When  restful  sleep 
is  indicated 

One  30-mg  capsule  h.s.  —usual  adult  dosage 
(15  mg  may  suffice  in  some  patients]. 

One  15-mg  capsule  A?.s.  — initial  dosage  for  elderly  or 
debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in  acute 
or  chronic  medical  situations  requiring  restful 
sleep  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness 
[eg.,  operating  machinery,  driving)  Use  in 
women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards  Not 
recommended  for  use  in  persons  under  15 
years  of  age  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage 

Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  apprehension 
irritability,  weakness,  palpitations,  chest  pains, 
body  and  joint  pains  and  GU  complaints 
There  have  also  been  rare  occurrences  of 
sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase.  Paradoxical  reactions,  e g 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults  30  mg  usual  dosage,  15  mg  may 
suffice  in  some  patients.  Elderly  or  debilitated 
patients : 15  mg  initially  until  response  is 
determined 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI 


ROCHE  LABORATORIES 
Div  , Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


“Send  it  out  to 
Bio-Science. 

It’s  important” 


Yes,  it  happens.  Some  of  our 
clients  tell  us  they  send  only  the  important 
specimens,  or  the  important  tests  to 
Bio-Science. 

But... are  there  any  unimportant 
patients?  Of  course  not.  If  a test  is  worth 
running  at  all,  if  a result  is  worth  entering  in  the  chart,  it’s 
worth  the  best  care  and  attention  you  can  get  from  a 
referral  laboratory— and  that  means  sending  it  to  Bio-Science. 

Whether  sent  to  our  Main  Laboratory  in  Van  Nuys, 
or  to  our  Branch  Laboratories  in  Philadelphia  or  in 
New  York,  you  are  assured  of  the  same  quality  control, 
the  same  methods,  the  same  normals— all  backed 
by  the  name  and  reputation  of  Bio-Science  Laboratories. 


Bio-Science 

Laboratories 

Main  Lab:  7600  Tyrone  Ave., 

Van  Nuys,  California  91405 

Philadelphia  Branch: 

116  So.  Eighteenth  St., 
Philadelphia,  Pa.  19103 

New  York  Branch:  5 Nassau  St., 
Rockville  Centre,  N.Y.  11570 


Bio-Science  Laboratories 

7600  Tyrone  Avenue 
Van  Nuys,  California  91405  Dept.AA 

5 Nassau  St., 

Rockville  Centre,  N.Y.  11570 

116  So.  Eighteenth  St., 

Philadelphia,  Pa.  19103 

Gentlemen:  Please  send  me,  without  obligation: 

□ A copy  of  your  Handbook  of  Specialized  Diagnostic 
Laboratory  Tests 

□ A lab  pack  containing  a small  supply  of  postage-paid 
mailing  containers  and  Fee  Schedule 

Name 

Address . 

City State Zip  _ 


FREE 

HANDBOOK  OF  SPECIALIZED 
DIAGNOSTIC  LABORATORY  TESTS 


This  200-page  book,  now  in  its  tenth 
edition,  is  a uniquely  informative 
source  to  keep  you  up-to-date 
on  the  newer  laboratory  tests, 
many  of  which  are  not  yet 
in  the  textbooks,  but  are  now 
available  to  all  clinicians  from 
Bio-Science  Laboratories.  You 
will  find  it  a handy  reference 
guide  for  normal  values  and  quick 
summations  on  tests  which  can 
aid  in  your  diagnostic  problems. 
Copies  are  available  to  physicians 
and  lab  personnel  without  obligation. 
Simply  fill  out  and  mail  this  coupon. 
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What’s  on  your 
patient’s  face... 

may  be  more  important  than 
his  chief  complaint 


Patient  RT.*  seen  on 
3/ 29/ 67  shows  typical 
lesions  of  moderately 
severe  keratoses.  Note 
residual  scarring  on 
ridge  of  nose  from  pre- 
vious cryosurgical  and 
electrosurgical 
procedures. 


Patient  RT.*  seen  on 
6/ 12/67, seven  weeks 
after  discontinuation 
of  5%  FU  cream.  Re- 
action has  subsided. 
Residual  scarring  not 
seen  except  that  due 
to  prior  surgery.  In- 
flammation has  cleared 
and  face  is  clear  of 
keratotic  lesions. 

*Data  on  file, 

Hoffmann  - La  Roche 
Inc.,  Nutley,  N .J 


The  lesions  on  his  face 
are  solar/actinic— 
so-called  "senile”  keratoses... 
and  they  may  be  premalignant. 


Solar,  actinic  or  senile  keratoses 

These  lesions  may  be  called  by  several  names,  but  they 
usually  can  be  identified  by  the  following  characteris- 
tics. The  typical  lesion  is  flat  or  slightly  elevated,  of  a 
brownish  or  reddish  color,  papular,  dry,  rough,  adherent 
and  sharply  defined.  They  commonly  occur  as  multiple 
lesions,  chiefly  on  the  exposed  portions  of  the  skin. 

Sequence  of  therapy- 
selectivity  of  response 

After  several  days  of  therapy  with  Ef  udex®  (fluorouracil), 
erythema  may  begin  to  appear  in  the  area  of  the  lesions; 
this  reaction  usually  reaches  its  height  of  unsightliness 
and  discomfort  within  two  weeks,  declining  after  dis- 
continuation of  therapy.  This  reaction  occurs  in  affected 
areas.  Since  the  response  is  so  predictable,  lesions  that 
do  not  respond  should  be  biopsied. 

Acceptable  results 

Treatment  with  Efudex  provides  highly  favorable  cos- 
metic results.  Incidence  of  scarring  is  low.  This  is  par- 
ticularly important  with  multiple  facial  lesions.  Efudex 
should  be  applied  with  care  near  the  eyes,  nose  and  mouth. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  in- 
flammatory reactions  in  adjacent  normal  skin.  Avoid  pro- 
longed exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands  immedi- 
ately. Apply  with  care  near  eyes,  nose  and  mouth.  Lesions 
failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmen- 
tation and  burning  at  application  site  most  frequent;  also 
dermatitis,  scarring,  soreness  and  tenderness.  Also  re- 
ported-insomnia, stomatitis,  suppuration,  scaling,  swell- 
ing, irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic 
granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to 
cover  lesion  twice  daily  with  nonmetal  applicator  or  suit- 
able glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— contain- 
ing 2%  or  5%  fluorouracil  on  a weight/weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl 
and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and 
parabens  (methyl  and  propyl). 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


This  patient’s  lesions  were  resolved  with 

Efudex 

fluorouracil/Roche 

5%cream/solution...a  Roche  exclusive 


The  more  physicians 
consider  the  hemodynamics  of 
lowering  blood  pressure... 


Most  physicians  now  agree  on 
the  importance  of  reducing 
blood  pressure  in  the  hyper- 
tensive patient.  But  high  blood 
pressure  exists,  of  course,  only 
as  part  of  a complete  clinical 
picture.  The  hemodynamic 
profile  of  well-established  es- 
sential hypertension  is  charac- 
terized by  elevated  arterial 
blood  pressure,  normal  cardiac 
output,  and  increased  total 
peripheral  resistance. 

And  so,  physicians  are  increas- 
ingly concerned  with  the  ef- 
fects of  an  antihypertensive 
agent  not  only  on  blood  pres- 


sure itself  but  also  on  the 
hemodynamic  pattern— in 
short,  with  the  total  effect  of 
the  drug.  Does  it  indeed  help 
lower  blood  pressure  effec- 
tively? Is  peripheral  resistance 
reduced?  Are  cardiac  output 
and  renal  functions  main- 


tained? And,  also,  is  there 
likely  to  be  drug-induced  pos- 
tural hypotension  serious 
enough  to  pose  a threat  to  the 
patient’s  cerebrovascular 
status? 

With  this  emphasis  on  overall 
drug  performance  has  come  a 
growing  reliance  on  ALDOMET® 
(Methyldopa,  MSD)  in  the 
treatment  of  sustained  moder- 
ate hypertension. 

With  its  unique  hemodynamic 
profile,  ALDOMET  has  drawn 
increasing  attention  and  ap- 
proval from  physicians.  First, 
of  course,  for  its  efficacy  in 


the  more  physicians  rely 
on  this  unique 
antihypertensive 


lowering  blood  pressure.  But 
there  are  other  considerations 
as  well.  Cardiac  output  is  usu- 
allymaintained  with  nocardiac 
acceleration;  in  some  patients 
the  heart  rate  is  actually 
slowed.  Peripheral  resistance 
is  apparently  reduced. 
ALDOMET  does  not  usually 
compromise  existing  renal 
function;  it  generally  does  not 
reduce  renal  blood  flow,  glo- 
merular filtration  rate,  or  fil- 
tration fraction.  And  ALDOMET 
usually  does  not  cause  sympto- 
matic postural  or  exercise 
hypotension. 


Some  patients  on  continuous 
methyldopa  therapy  may  de- 
velop a positive  direct  Coombs 
test.  For  more  details,  see  the 
brief  summary  of  prescribing 
information. 

Contraindicated  in  active  he- 
patic disease  and  known  sensi- 
tivity to  the  drug.  Not  recom- 
mended in  pheochromocytoma 
or  pregnancy.  It  should  be  used 
with  caution  in  patients  with  a 
history  of  liver  disease  or  dys- 
function. Discontinue  the  drug 
if  fever,  abnormal  liver  func- 
tion, jaundice,  or  acquired 
hemolytic  anemia  occurs. 


In  most  cases  of  sustained  moderate  hypertension 

TABLETS,  250  mg 

ALDOMET 

(MEIHYLDORA  | MSD) 

smoothly  lowers  blood  pressure 


For  a brief  summary  of  prescribing  information,  please  see  following  page. 


Sn  most  cases  of 

sustained  moderate  hypertension 

TABLETS,  250  mg  

ALDOMET 

(METHYLDOPA  MSD) 

smoothly  lowers  blood  pressure 

Contraindications:  Active  hepatic  disease,  such 
as  acute  hepatitis  and  active  cirrhosis;  known  sen- 
sitivity. Not  recommended  in  pheochromocytoma. 
Unsuitable  in  mild  or  labile  hypertension  respon- 
sive to  mild  sedation  or  thiazide  therapy.  Use  cau- 
tiously in  patients  with  history  of  previous  liver 
disease  or  dysfunction. 

Warnings:  Acquired  hemolytic  anemia  has  occurred 
rarely  in  association  with  therapy  with  methyldopa. 
Should  clinical  symptoms  indicate  the  possibility 
of  anemia,  hemoglobin  and/or  hematocrit  deter- 
minations should  be  performed.  If  anemia  is  pres- 
ent, appropriate  laboratory  studies  should  be  done 
to  determine  if  hemolysis  is  present.  Evidence 
of  hemolytic  anemia  is  an  indication  for  discontin- 
uation of  the  drug.  Discontinuation  of  methyldopa 
alone  or  the  initiation  of  adrenocortical  steroids 
usually  results  in  a prompt  remission  of  the  ane- 
mia. Rarely,  however,  fatalities  have  occurred. 

Some  patients  on  continued  therapy  with  methyl- 
dopa develop  a positive  direct  Coombs  test;  inci- 
dence reported  has  averaged  between  10%  and 
20%.  It  rarely  occurs  in  first  six  months  of  ther- 
apy, and  if  not  seen  within  twelve  months,  is  un- 
likely to  develop  with  continued  administration. 
Positive  Coombs  test  is  dose-related;  lowest  in- 
cidence occurs  in  patients  on  1 g methyldopa  or 
less  per  day.  Reversal  of  the  positive  Coombs  test 
occurs  within  weeks  to  months  after  discontinua- 
tion of  methyldopa.  Prior  knowledge  of  a positive 
Coombs  reaction  aids  in  evaluation  of  cross  match 
for  transfusions.  Patients  with  positive  Coombs 
tests  at  time  of  cross  match  may  exhibit  incom- 
patible minor  cross  match.  When  this  occurs,  an 
indirect  Coombs  test  should  be  performed.  If  nega- 
tive, transfusion  with  blood  otherwise  compatible 
in  the  major  cross  match  may  be  carried  out.  If 
positive,  advisability  of  transfusion  with  blood 
compatible  in  major  cross  match  should  be  deter- 
mined by  hematologist  or  expert  in  transfusion 
problems. 

Fever  has  occurred  within  first  three  weeks  of  ther- 
apy, sometimes  with  eosinophilia  or  abnormalities 
in  liver  function  tests,  such  as  serum  alkaline 
phosphatase,  serum  transaminases  (SGOT,  SGPT), 
bilirubin,  cephalin  cholesterol  flocculation,  pro- 
thrombin time,  and  bromsulphalein  retention.  Jaun- 
dice, with  or  without  fever,  may  occur,  with  onset 
usually  in  the  first  two  to  three  months  of  therapy. 
Rare  cases  of  fatal  hepatic  necrosis  have  been  re- 
ported. Liver  biopsy  in  several  patients  with  liver 
dysfunction  has  shown  microscopic  focal  necrosis 
compatible  with  drug  hypersensitivity.  Rarely,  re- 
versible reduction  in  leukocyte  count  with  primary 
effect  on  granulocytes  has  been  seen;  reversible 
agranulocytosis  has  been  reported.  Methyldopa 
may  interfere  with  measurement  of  creatinine  by 
alkaline  picrate  method  and  of  uric  acid  by  phos- 
photungstate  method.  When  used  with  other  anti- 
hypertensive drugs,  potentiation  of  antihyperten- 
sive action  may  occur. 

Usage  in  Pregnancy  and  Childbearing  Age— Not 


recommended  in  pregnancy.  In  women  of  child- 
bearing age,  weigh  potential  benefits  against  pos- 
sible fetal  hazards. 

Precautions:  Perform  periodic  hepatic  function 
tests  and  white  cell  and  differential  blood  counts 
during  first  six  to  twelve  weeks  of  therapy  or  in 
unexplained  fever.  Discontinue  if  fever,  abnormal- 
ities in  liver  function  tests,  or  jaundice  appears. 
Since  methyldopa  causes  fluorescence  in  urine  sam- 
ples at  the  same  wavelengths  as  catecholamines, 
spuriously  high  levels  of  urinary  catecholamines 
may  be  reported.  This  will  interfere  with  the  diag- 
nosis of  pheochromocytoma.  Discontinue  drug  if 
involuntary  choreoathetotic  movements  occur  in 
patients  with  severe  bilateral  cerebrovascular  dis- 
ease. Anesthetics  requirements  may  be  reduced; 
hypotension  occurring  during  anesthesia  usually 
can  be  controlled  with  vasopressors.  Hypertension 
may  occur  after  dialysis  because  methyldopa  is 
removed  by  this  procedure. 

Dosage  should  be  limited  initially  to  500  mg  daily 
when  following  previous  antihypertensive  agents 
other  than  thiazides.  Do  not  exceed  recommended 
daily  dose  of  3.0  g.  Patients  with  impaired  renal 
function  may  respond  to  smaller  doses  than  pa- 
tients with  normal  kidney  function.  Syncope  in 
older  patients  has  been  related  to  increased  sen- 
sitivity in  those  with  advanced  arteriosclerotic 
vascular  disease;  this  may  be  avoided  by  lower 
doses.  Tolerance  occasionally  seen  either  early  or 
late,  but  more  likely  between  second  and  third 
month  after  initiation  of  therapy;  increased  dos- 
age or  combined  therapy  with  a thiazide  frequently 
restores  effective  control. 

Adverse  Reactions:  Sedation,  usually  transient,  may 
be  seen  during  initial  therapy  or  when  dosage  is 
increased.  Headache,  asthenia,  or  weakness  may 
be  noted  as  early,  transient  symptoms.  Symptoms 
associated  with  effective  lowering  of  blood  pres- 
sure, including  dizziness,  lightheadedness,  and 
symptoms  of  cerebrovascular  insufficiency,  are 
seen  occasionally.  Angina  pectoris  may  be  aggra- 
vated. Symptoms  of  orthostatic  and  exercise  hypo- 
tension may  occur;  if  symptoms  occur,  reduce 
dosage.  Bradycardia,  nasal  stuffiness,  mild  dry- 
ness of  mouth,  and  gastrointestinal  symptoms  in- 
cluding distension,  constipation,  flatus,  and  diarrhea 
occur  occasionally;  these  can  be  relieved  by  reduc- 
ing dosage.  Nausea  and  vomiting  have  been  re- 
ported in  only  a few  patients.  Sore  tongue  or 
“black  tongue,’’  pancreatitis,  and  inflammation 
of  salivary  glands  may  occur. 

Weight  gain  and  edema  occur  infrequently;  if 
edema  progresses  or  signs  of  pulmonary  conges- 
tion appear,  discontinue  drug.  Rarely,  urine  ex- 
posed to  air  may  darken  due  to  breakdown  of 
methyldopa  or  its  metabolites.  Other  rare  reac- 
tions include  breast  enlargement,  lactation,  impo- 
tence, decreased  libido,  skin  rash,  mild  arthralgia, 
myalgia,  paresthesias,  parkinsonism,  psychic  dis- 
turbances including  nightmares,  reversible  mild 
psychoses  or  depression,  reversible  thrombocyto- 
penia, drug-related  fever  and  abnormal  liver  func- 
tion studies  with  jaundice  and  hepatocellular 
damage  (see  Warnings  and  Precautions),  rise  in 
BUN,  and  a single  case  of  bilateral  Bell’s  palsy. 

Supplied:  Tablets,  containing  250  mg  methyldopa 
each,  in  single-unit  packages  of  100  and  bottles 
of  100  and  1000. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  information. 
Merck  Sharp  & Dohme,  Division  of  Merck  & Co.,  ll\IC., 
West  Point,  Pa.  19486 


blood  pressure 
“required 
reading” 
for  all 
physicians. 

With  recent  estimates  that  about 
23  million  Americans  have  high 
blood  pressure— and  that  half  of 
them  are  not  even  aware  of  it— 
detection  of  the  problem  in 
asymptomatic  persons  has  be- 
come an  issue  of  national 
importance. 

Family  physicians  are  being 
urged  to  take  blood  pressure 
readings  as  a matter  of  office 
routine,  regardless  of  the  pre- 
senting complaint  or  the  reason 
for  the  visit.  And  because  many 
people  do  not  see  a family 
physician  for  relatively  long 
periods  of  time,  some  experts 
are  suggesting  that  ophthalmolo- 
gists, gynecologists,  derma- 
tologists, orthopedists,  psy- 
chiatrists, dentists,  school 
nurses,  family  planning  coun- 
selors, and  other  health-care 
personnel  make  blood  pressure 
reading  a routine  part  of  every 
examination  or  consultation. 

Of  course,  a diagnosis  of  hyper- 
tension cannot  be  made  on  the 
basis  of  a single  reading,  but 
routine  blood  pressure  readings 
can  uncover  potential  trouble  in 
a certain  proportion  of  patients. 
And  when  trouble  is  suggested, 
further  evaluation  can  be  pur- 
sued more  effectively. 


Blood  pressure  - 
“required  reading” 
for  all  physicians. 


Maybe  the  patient’s  self-diagno- 
sis is  right.  He  could  have  hay 
fever.  But  that  bright  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  problem  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  be  an 
underlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  he’s 
got  allergic  rhinitis  or  a cold,  he’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  OlMETAPP 
Extentabs- . They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 


€?otdor 
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Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitortherapy. 

WARNINGS:  Use  in  children:  In  infants 


and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient's  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 


Dimetane®  (brompheniramine  maleate), 
12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  distress. 
HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 

/WROBINS 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


when  pain  goes  on...  and  on...  and  on 


* <*  4 IL  f 

!i  V : If../' 

1!  " § 

9 j 

r " ] 

j . -1 

P ™|  -TT 

■ 

■ 

Ak  Hl 

H Bt 

6 

\ * m 1 

r :■  a 

.a 

/ ''P’ar' fo’SMmanBf 

» 'V*- 

1 

j 

k ■ 

- w 

M 

m 

For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day’s pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow’s  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  14  grain  of  phenobarbital 
to  take  the  nervous  "edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don't  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 
wMfc  (f®i«ine 


Phenaphen  with  Codeine  No.  2,  3,  or  4 contains:  Phenobarbital  (Vi  gr.),  16.2  mg.  (warning: 
may  be  habit  forming);  Aspirin  (2 Vfe  gr.),  162  0 mg.;  Phenacetin  (3  gr.),  194.0  mg.;  Codeine 
phosphate,  Vi  gr.  (No.  2),  V2  gr.  (No.  3)  or  1 gr.  (No.  4)  (warning:  may  be  habit  forming). 
Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics.  Contraindications:  Hypersensitivity  to  any  of 
the  components.  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur.  Dosage: 
Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed: 
Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as  needed.  For  further  details 
see  product  literature. 

/jr.  Phenaphen  with  Codeine  is  now  classified  in  Schedule  III,  Controlled  Sub- 
'll stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 


A.  H.  Robins  Company,  Richmond,  Va. 
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MISSOURI  MEDICAL  PLAZA 


13th  Street  & Missouri 


• Prestige  Location 

• Custom  Designed  Suites 

• Excellent  Patient  Parking 

• Reserved  Covered  Parking 

• 25,000  Square  Feet 


• Occupancy  January  1975 

Another  Medical  Project  by 

S.  J.  DRU  DEVELOPMENT  CO. 

240  W.  Osborn 
264-9701 


ARTS  AND  CRAFTS  SHOW 

Registration  Form 

I would  like  to  enter  the  following  items  in  the  Annual  Arts  and  Crafts  Show  to  be  held  April 
23-25,  1974  at  the  Safari  Hotel,  Scottsdale,  Arizona. 

Entries  are  limited  to  three  per  person. 

Description  in  detail  including  size: 


I agree  to  deliver  the  items,  ready  for  display  to  the  Convention  Center  of  the  Safari  Hotel, 
Tuesday,  April  23,  1974  between  1:00  and  4:30  p.m. 

I agree  to  pick  up  above  items  between  9:30  a.m.  and  11:00  a.m.  on  Friday,  April  26. 


Name:  Phone: 


Address:  

For  further  information,  contact: 

Mrs.  Gabriel  de  Freitas 
8221  North  53rd  Street 
Paradise  Valley,  Arizona  85253 


Phone:  948-6366 


ARIZONA  MEDICINE  231 


When  low  back  pain 
interferes 


N 
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Help  relieve  pain,  restore  mobility  with 

PARAFON  FORTE  KM** 

PARAFLEX®  (chlorzoxazone)t  250  mg  ; TYLENOL®  (acetaminophen)  300  mg. 

*This  drug  has  been  evaluated  as  possibly  effective  for  this  indication. 

See  brief  summary  of  prescribing  information  on  facing  page  for  Indications, 

Contraindications,  Warnings,  Precautions  and  Adverse  Reactions.  © mcn  73 


PARAFON  FORTE  Tablets 


restore  mobility  and 
stop  paimspasm 
feedback  by  providing: 

a non  salicylate  analgesic  equal  to 
aspirin  for  relief  of  pain,1’2  yet  unlikely 
’’  to  cause  the  gastric  irritation,2’3 
allergic  reactions2  or  increased  bleeding 
time4  associated  with  aspirin  therapy. 

I and  a skeletal  muscle  relaxant 
shown  in  extensive  clinical  studies  to  be 
useful  in  a variety  of  low  back 
disorders5'7*  but  which  is  not  an 
i antihistamine  or  tranquilizer  derivative 

Band  is  unlikely  to  produce  a 
tranquilizing  or  sedative  effect.8 


‘Indications  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences-National  Research  Council  and/or  other 
information,  FDA  has  classified  the  indication^  as  follows:  j 

“Possibly"  effective  for  the  relief  of  severe  skeletal  muscle  pain 
and  spasm  when  associated  with  acute  disorders  of  the  lower 
back  (including  acute  exacerbations  of  chronic  conditions]. 

Contraindications:  Sensitivity  to  either  component. 

Warnings:  Usage  in  Pregnancy— Use  in  woman  of  child-bearing 
potential  only  when  potential  benefits  outweigh  possible  risks. 
Precautions:  Exercise  caution  in  patients  with  known  allergies  or 
history  of  drug  allergies.  If  a sensitivity  reaction  or  any  signs  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug  should 
be  stopped. 

Adverse  Reactions:  Occasionally,  drowsiness,  dizziness,  lighthead- 
j edness,  malaise,  overstimulation  or  gastrointestinal  disturbances, 
, may  be  noted:  rarely,  allergic-type  skin  rashes,  petechiae,  ecchy- 
moses,  angioneurotic  edema  or  anaphylactic  reactions.  In  rare  in- 
stances, Paraflex  (chlorzoxazone]  may  possibly  have  been  associ- 
ated with  gastrointestinal  bleeding.  While  Paraflex  (chlorzoxazone] 
and  chlorzoxazone-containing  products  have  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen  pa- 
tients, it  was  not  possible  to  state  that  the  dysfunction  was  or  was  not 
drug  induced. 

Usual  Adult  Dosage:  Two  tablets  q.i.d 

Supplied:  Scored,  light  green  tablets,  imprinted  “McNEIL’’  — 
bottles  of  100. 


References:  1.  Batterman,  R.C.,  and  Grossman,  A.J  Fed.  Proc.  74: 316, 
1955  2.  Goodman,  L.S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed  4.  New  York,  The  Macmillan  Company,  1970  3.  Vickers, 
F.N  Gastroint  Endosc.  14: 94,  1967  4.  Mielke,  C.H.,  Jr.,  and  Britten  A.F.H.: 
New  Engl.  J Med.  282: 1 270,  1 970  (Corresp.)  5.  Vernon,  W.G.:  Curr.  Therap. 
Res.  74:801,  1972  6.  Schemer,  J.J.:  Curr.  Therap.  Res.  74:168,  1972.  7. 
Walker,  J.M.:  Curr.  Therap  Res.  75:248,  1973.  8.  Friend,  D.G  : Clin.  Pharma- 
col. Ther.  5:871,  1964. 
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Physicians 
who  use 
Safeguard's 
medical  billing 
system 


improve 

cashflow 
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It’s  time  for  action  to  defend  the  taws 
and  regulations  that  protect  your 
patients  against  drug  substitution . 

These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations: 


The  American  Academy  of  Dermatolog 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  Trustees  of  the 
American  Dental  Association 


The  Board  of  Trustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Associatioi 

The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 


The  National  Wholesale  Druggists’ 
Association 


tint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
affirm  the  support  of  the  participat- 
■ g organizations  for  the  laws,  regula- 
rs and  professional  traditions  which 
t'ohibit  the  unauthorized  substitution 

< drug  products. 

Traditionally,  physicians,  den- 
■,ts  and  pharmacists  have  worked 
i operatively  to  serve  the  best  inter- 
ns of  patients.  Productive  coopera- 
tm  has  been  achieved  through 
rutual  respect  as  well  as  a common 
( ncern  for  the  ideals  of  public 
« rvice.  This  mutual  respect  has  been 
i fleeted,  in  part,  by  joint  support 
c er  the  years  for  the  adoption  and 

< forcement  of  laws  and  regulations 
£!ecif ical ly  prohibiting  unauthorized 
J bstitution  and  encouraging  joint 
<i;cussion  and  selection  of  the 
:urce  of  supply  of  drug  products. 

' e basic  principles  of  medical,  den- 
t and  pharmacy  practice  are  thus 
i lized  and  preserved  in  the  interest 
a*  patient  welfare. 


The  antisubstitution  laws  have 
r t obstructed  enhancement  of  the 
f Sessional  status  of  pharmacy  any 
nre  than  they  have  in  and  of  them- 
£ ves  guaranteed  absolute  protec- 
t n from  unsafe  drugs,  or  freed 
fysicians,  dentists  and  pharmacists 
f m their  responsibilities  to  patients. 
f a practical  matter,  however,  such 
fvs  and  regulations  encourage  inter- 
pbfessional  communications  regard- 
i ! drug  product  selection  and  assure 
e :h  profession  the  opportunity  to 
fercise  fully  its  expertise  in  drug 
3ge,  to  the  advantage  of  patients. 


Physicians  and  dentists  should 
urged  to  increase  the  frequency 
3 J regularity  of  their  contacts  with 
armacists  in  selection  of  quality 
Jg  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  servingtheir 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 

Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. , Washington,  D.  C.  20005 


ASK  ABOUT  OUR 
CONVENTION  SPECIAL! 


America’s  Finest  and  Most  Modern 
Line  of  Examining  Room  Equipment 


Many  exclusive  features  found  only  in  the  Shelley  Formica  Examining  Table 
Designed  with  convenience  and  efficiency  in  mind 
Smart  contemporary  styling 

Elegant  selection  of  modern  decorator  upholstery  colors 

Formica  laminated  throughout  interior  and  exterior 

Heavy  gauge  steel  drawers  with  locks  to  prevent  accidental  removal 

VISIT  OUR  FACTORY  SHOWROOM  OR  CALL  OR  WRITE 
FOR  FULL  COLOR  CATALOG 
NO  SALESMAN  WILL  CALL  EXCEPT  BY  APPOINTMENT 


Manufacturers  of  fine  quality  Modular 
Cabinets  and  Examining  Room  Equipment  since  1952 

SHELLEY  PROFESSIONAL  PRODUCTS,  INC. 

5922  WILMINGTON  AVENUE  /01Q\  COO  1QQ1 
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Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  The 
following  is  a brief  summary. 

* Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic 
edema;  edema  resistant  to  other  diuretic  therapy. 
Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>  5.4  mEq/L)  has 
been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less 
than  8%  of  patients  overall.  Rarely,  cases  have 
been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during 
therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g.,  elderly  or 
diabetics).  If  hyperkalemia  develops,  substitute 
a thiazide  alone.  If  spironolactone  is  used 
concomitantly  with  ‘Dyazide’,  check  serum 
potassium  frequently — both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended 
dosage  was  exceeded;  in  the  other,  serum  elec- 
trolytes were  not  properly  monitored).  Observe 
patients  on  ‘Dyazide’  regularly  for  possible 
blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium 
(triamterene,  SK&F).  Rarely,  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  Teen  reported  with  the  thiazides. 
Watch  for  signs  of  impending  coma  in  acutely 
ill  cirrhotics.  Thiazides  are  reported  to  cross  the 
placental  barrier  and  appear  in  breast  milk. 

This  may  result  in  fetal  or  neonatal  hyperbili- 
rubinemia, thrombocytopenia,  altered  carbo- 
hydrate metabolism  and  possibly  other  adverse 
reactions  that  have  occurred  in  the  adult.  When 
used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against 
possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 
BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  descreasing  alkali  reserve 
with  possible  metabolic  acidosis,  hyperglycemia 
and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical 
patients.  Concomitant  use  with  antihypertensive 
agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  distur- 
bances. Rarely,  necrotizing  vasculitis,  pares- 
thesias, icterus,  pancreatitis,  and  xanthopsia 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  and  Single  Unit  Packages  of 
100  capsules. 

SK&F  CO. 

Carolina,  P.R.  00630 
Subsidiary  of  SmithKline  Corp. 
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• reduces  the  risk  of  digitalis  intoxication  due  to  potassium 
depletion.  Potassium  depletion  sensitizes  the  myocardium 
to  the  toxic  effects  of  digitalis,  and  reduces  its  inotropic 
effect. 
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and  25  mg.  of  hydrochlorothiazide. 
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"The  material  in  this  journal  is  not  copyright- 
ed. We  ask  that  anyone  using  material  from 
it  note  the  previous  publication  in  ARIZONA 
MEDICINE." 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of 
scientific  articles  for  publication  in  ARIZONA 
MEDICINE.  All  such  contributions  are  greatly 
appreciated.  All  will  be  given  equal  consider- 
ation. 

Material  submitted  for  publication  in  ARI- 
ZONA MEDICINE  should  conform  to  the  fol- 
lowing policies: 

1.  Manuscripts,  including  references  or  bib- 
liography, should  be  typewritten,  double- 
spaced, on  one  side  of  the  paper  only,  and 
the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  med- 
cal  writing  as  followed  by  the  JOURNAL  OF 
THE  AMERICAN  MEDICAL  ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccur- 
acies, the  ultimate  responsibility  is  the  author's. 

4.  Articles  are  accepted  for  publication  only 
if  they  are  contributed  exclusively  to  this  Jour- 
nal. Ordinarily,  contributors  will  be  notified 
within  60  days  if  a manuscript  is  accepted  for 
publication.  Every  effort  will  be  made  to  re- 
turn unused  manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all 

material. 

6.  Reprints  will  be  supplied  to  the  author  at 
printing  cost. 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  mond- 
ial overg  rowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes:  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS). 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands:  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults— 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, 'Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q. i d.  for  a total  of  5.4grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children -3  to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules:  syruo  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

Rondomycin  300 

[metihacycline  HCI]  Capsules 

Delivers  from  the  very  first  dose: 

udies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


When  GX 
complaints  occur 
in  the  absence 
of  organic  findings, 
underlying 
anxiety  may  be 
one  factor 


The  influence  of  anxiety  on  gastrointesti 
nal  function.  Excessive  anxiety  and  tension  cai 
adversely  affect  the  function  of  any  portion  of  th 
gastrointestinal  system.  Complaints  are  varied,  e.g. 
epigastric  pressure,  heartburn,  ulcer-like  pain,  diar 
rhea,  etc.  A vicious  circle  may  develop  in  whicl 
anxiety  and  G.I.  disorders  intensify  each  other. 

Prime  objectives  of  total  patient  therapy  in 
elude:  symptomatic  relief,  removal  of  apprehension 
about  organic  disease  and  helping  the  patient  un 
derstand  how  excessive  anxiety  may  trigger  physica 

— 


Before  prescribing,  please  consult  complete  product  informatior 
a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or  accom 
panying  various  disease  states. 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drugi 

Warnings:  Caution  patients  about  possible  combined  effects  with  alee 
hoi  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  patient 
against  hazardous  occupations  requiring  complete  mental  alertness  {e.g.,  opet 
ating  machinery,  driving).  Though  physical  and  psychological  dependenc 
have  rarely  been  reported  on  recommended  doses,  use  caution  in  administer 
ing  to  addiction-prone  individuals  or  those  who  might  increase  dosage;  with 
drawal  symptoms  (including  convulsions),  following  discontinuation  of  th 
drug  and  similar  to  those  seen  with  barbiturates,  have  been  reported.  Use  o 
any  drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age  require 
that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six 
limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclud 
ataxia  or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not  rec 
ommended  in  children  under  six.  Though  generally  not  recommended,  i 
combination  therapy  with  other  psychotropics  seems  indicated,  carefull 
consider  individual  pharmacologic  effects,  particularly  in  use  of  potentiatin; 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  precaution 
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complaints.  Brief  counseling  and  the  utilization  of 
favorable  factors  in  the  patient’s  personality  and 
environment  can  often  provide  needed  support. 

Antianxiety  therapy  Antianxiety  medica- 
tion  may  prove  a valuable  supplement  when  coun' 
seling  and  reassurance  are  not  sufficient  to  allay 
the  patient’s  emotional  distress  and  relieve  his 
anxiety'provoked  physical  complaints.  The  agent 
prescribed  should  be  both  clinically  effective  and 
generally  free  from  undesirable  side  effects. 
Librium  (chlordiazepoxide  HC1)  meets  these  re- 
quirements  with  a high  degree  of  consistency,  and 
has  a wide  margin  of  safety  and  an  excellent  record 
of  patient  acceptance.  The  most  common  side  eT 
fects  reported  have  been  drowsiness,  ataxia  and  con- 
(fusion,  particularly  in  the  elderly  and  debilitated. 

Whenever  anxiety  is  a clinically  significant 
factor,  adjunctive  Librium  is  used  concomitantly 
with  specific  gastrointestinal  drugs  such  as  anti' 
pholinergic  agents.  Once  anxiety  has  been  reduced 
to  appropriate  levels,  treatment  with  Librium 
should  be  discontinued. 


n presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
e.g.,  excitement,  stimulation  and  acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive  children.  Employ  usual  precautions 
n treatment  of  anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very  rarely  in  patients  receiving  the 
irug  and  oral  anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  espe- 
ially  in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
■ dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  encountered 
ire  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irregularities, 
tausea  and  constipation,  extrapyramidal  symptoms,  increased  and  decreased 
ibido— all  infrequent  and  generally  controlled  with  dosage  reduction;  changes 
n EEG  patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
unction  have  been  reported  occasionally,  making  periodic  blood  counts  and 
iver  function  tests  advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 mg,  10  mg  or  25  mg  chlor- 
iiazepoxide  HC1.  Libritabs®  Tablets  containing  5 mg,  10  mg  or  25  mg 
hlordiazepoxide. 


For  relief  of 
excessive  anxiety 

adjunctive 

Librium*  iomg 

(chlordiazepoxide  HC1) 

lor  2 capsules  t.i.d./q.i.d. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  N.J.  07110 


TABLE  OF  CONTENTS 


HEROIN  INDUCED  RHABDOMOLYSIS  AND  ACUTE  RENAL 

FAILURE:  A CASE  REPORT  246 

Stuart  F.  Robinson,  M.D.,  Alexander  H.  Woods,  M.D. 

ANGIOGRAPHY  AS  A DIAGNOSTIC  TOOL  IN  GASTROINTESTINAL  BLEEDING,  252 
Marco  Sprintis,  M.D. 


GASTROINTESTINAL  BLEEDING  CONTROLLED  BY  AMICARR  255 

Paul  H.  Duffey,  M.D. 

HEPATITIS  B (AUSTRALIA)  ANTIGEN  - CURRENT  CLINICAL  AND 

EPIDEMIOLOGICAL  CONCEPTS  258 

Charles  P.  Patterson,  M.D.,  James  E.  Maynard,  M.D.,  Ph.D., 

Kenneth  R.  Berquist,  Ph.D. 

POSTTRANSFUSION  VIRAL  HEPATITIS  (PTVH):  MYTHS  AND  FACTS  263 

John  B.  Alsever,  M.D.,  Peter  V.  Van  Schoonhoven,  M.D. 

TRANSCOLONOSCOPIC  POLYPECTOMY  267 

Raymond  E.  Moldow,  M.D.,  John  J.  McGregor,  M.D. 

UNSTABLE  MYOCARDIAL  INFARCTION  269 

Sam  A.  Kinard,  M.D.,  Edward  B.  Diethrich,  M.D. 

RABIES  — A BRIEF  REVIEW  OF  CURRENT  MANAGEMENT  273 

Peter  C.  Kelly,  M.D. 


"Angiography  as  a Diagnostic  Tool  in  Gastrointestinal  Bleeding"  by  Marco  Sprinits, 
M.D.  received  an  award  presented  by  the  American  College  of  Physicians  to  a 
house  staff  physician. 

"Heroin  Induced  Rhbdomyolysis  and  Acute  Renal  Failure:  A Case  Report"  by 
Stuart  F.  Robinson,  M.D.,  Intern  in  Medicine,  and  Alexander  H.  Woods,  M.D., 
Assoc.  Prof,  of  Medicine,  Dept,  of  Medicine,  U.  of  A.,  received  an  award  presented 
by  the  American  College  of  Physicians  to  a house  staff  physician. 


ARIZONA  MEDICINE  245 


"\ 

Original  Articles 

J 


HEROIN  INDUCED  RHABDOMYOLYSIS  AND  ACUTE 
RENAL  FAILURE:  A CASE  REPORT 


Stuart  F.  Robinson,  M.D. 
Alexander  H.  Woods,  M.D. 


ABSTRACT 

A case  of  heroin  induced  rhabdomyolysis  pre- 
sented to  the  Tucson  Veterans  Administration 
Hospital  with  a flaccid  paralysis  and  acute  renal 
failure.  During  the  course  of  his  illness,  the  pa- 
tent sustained  several  metabolic  complications 
which  can  readily  be  ascribed  to  the  effects  of 
muscle  breakdown.  These  include  myoglobin- 
uria, hyperkalemia,  hypocalcemia,  hyperphos- 
phatemia, and  diuretic  phase  hypercalcemia.  A 
quantitative  assay  of  the  urine  was  done  which 
revealed  a tissue  destruction  of  at  least  3.3  kg. 
of  muscle.  The  therapeutic  challenge  of  rhab- 
domyolysis and  acute  renal  failure  is  discussed 
from  the  aspect  of  clinical  management. 

INTRODUCTION 

Rhabdomyolysis  or  necrosis  of  skeletal  muscle 
is  an  uncommon  consequence  of  an  uncommon 
group  of  diseases.  It  arises  in  settings  of  muscle 
damage  secondary  to  trauma,  intoxication  or 
hypoxia,  or  to  obscure  familial  factors.  Its  par- 
ticular distinction  lately  is  that  it  is  one  of  the 
severe  complications  of  heroin  use,  and  as  such, 
is  being  seen  with  increasing  frequency.  Recog- 
nition of  rhabdomyolysis  as  a sequel  to  heroin 
use  dates  from  19701;  indeed,  Sapira’s  compre- 
hensive review  of  heroin  and  its  complications 
in  1968  did  not  mention  any  form  of  myopathy2; 
since  then,  there  have  been  nine  case  reports  of 
rhabdomyolysis  following  heroin  injection.1' 3-5 
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Extensive  rhabdomyolysis  can  cause  severe 
metabolic  and  constitutional  derangements  by 
the  release  of  muscle  components  into  the  blood 
in  large  amounts.  This  may  lead  to  profound 
morbidity  and  death.  These  derangements,  the 
best  known  of  which  is  myoglobinuria,  are  shown 
in  Table  1.  Their  effect  is  illustrated  by  a case 
of  rhabdomyolysis  and  acute  renal  failure  after 
heroin  use  recently  seen  at  the  Tucson  Veterans 
Administration  Hospital. 

Table  1 

Metabolic  and  Constitutional  Derangements 
Caused  by  Rhabdomyolysis 

Myoglobinuria 
Acute  Renal  Failure 
Hypovolemia  and  Hypotension 
Hyperkalemia  and  Hyperphosphatemia 
Muscular  dysfunction  and  Atoxia 
Muscular  Pain,  Tenderness,  Swelling 
Peripheral  Neuropathy 
Ischemic  Necrosis  in  Affected  Limb 

CASE  PRESENTATION 

The  patient  is  a 26-year-old  white  man  who 
presented  to  the  hospital  in  a semi-comatose  con- 
dition with  a flaccid  paralysis  of  the  lower  ex- 
tremeties.  He  had  used  heroin  since  1966  and, 
for  two  weeks  prior  to  the  day  of  admission,  had 
abstained  from  taking  the  drug.  Shortly  after 
midnight  on  the  day  of  admission,  he  injected  his 
usual  dose  of  heroin,  and  went  to  bed  without 
noticing  any  aberrations  of  sensation  or  function. 
Eight  hours  later,  he  awoke  with  numbness  of 
both  legs  and  the  left  arm  and  was  unable  to 
stand  or  walk.  In  addition  his  left  leg  was 
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swollen,  but  not  tender  or  painful.  After  attempts 
to  revive  function  and  sensation  in  his  limbs  had 
failed,  he  summoned  help.  He  could  not  recall 
the  ride  to  the  hospital. 

Temperature  on  admission  was  37.3  °C,  pulse 
104,  blood  pressure  100/80.  Physical  examina- 
tion was  normal  except  for  the  extremities. 
Numerous  injection  sites  were  found  in  the  left 
arm  and  hand,  and  the  left  arm  was  ataxic  with- 
out any  specific  neurologic  deficit.  The  patient 
was  not  able  to  move  the  lower  extremities  ex- 
cept for  a small  amount  of  flexion  in  the  right 
hip.  The  left  leg  was  grossly  swollen  from  the 
foot  to  the  hip  but  not  discolored.  All  peripheral 
pulses  were  present.  Deep  tendon  reflexes  were 
absent  in  both  lower  extremities.  Position  sense 
was  absent  and  vibratory  sense  was  diminished 
in  the  lower  extremities.  Also  the  patient  could 
not  appreciate  pain  or  tactile  sensation  in  either 
leg. 

Arterial  blood  gasses  on  admission  showed  a 
PO2  of  79.0  with  a saturation  of  93.8%,  a PCO2 
of  38.1,  a bicarbonate  of  17.5  meq/1,  and  a pH 
of  7.286.  Hematocrit  was  54.1%  and  hemaglobin 
was  19.4  mg/100  ml.  Admission  white  blood 
count  was  20  400  with  81%  neutrophils,  2% 
stabs,  16%  lymphocytes,  and  1%  monocytes. 
Serum  chemistries  showed  a sodium  of  130 
meq/1,  potassium  of  7.6  meq/1,  chloride  of  92 
meq/L,  and  urea  nitrorgen  of  40  mg/100  ml. 
Serum  creatinine  was  3.4  mg/100  ml.  Chest 
x-ray  was  within  normal  limits.  Electrocardio- 
gram showed  T wave  changes  consistent  with 
hyperkalemia. 

The  differential  diagnosis  at  this  point  cen- 
tered on  that  of  a flaccid  paralysis  of  rapid  on- 
set. 

Here  a presumptive  diagnosis  of  Guillain- 
Barre  Syndrome  was  made  and  the  patient  was 
admitted  to  the  Neurology  Service.  Within  the 
first  twenty-four  hours,  however,  the  picture 
changed  radically.  Two  lumbar  punctures  failed 
to  show  cells  or  increased  protein,  and  a pro- 
gressive oliguria  developed  which  was  unre- 
sponsive to  intravenous  furosemide.  In  addition 
the  patient’s  urine  was  noted  to  be  dark  brown 
with  a positive  benzidine  reaction.  With  these 
developments,  the  patient  was  transferred  to  the 
Medical  Service  with  a tentative  diagnosis  of 
myoglobinuria. 

On  transfer,  the  severe  oliguria  and  azotemia 
became  the  emergent  problem.  The  patient  was 
in  renal  failure,  and  with  the  placement  of  a 


Scribner  A-V  shunt,  he  was  begun  on  hemodi- 
alysis. This,  plus  the  use  of  anion  exchange  resins, 
controlled  the  hyperkalemia. 

Meanwhile,  a specimen  of  urine  had  been  re- 
ported as  negative  for  myoglobin  by  spectopho- 
tometry.  Despite  this,  increased  values  of  the 
CPK,  LDH,  and  GOT  (see  Figure  1),  together 
with  sharply  rising  serum  creatinine  and  phos- 
phate levels,  supported  the  diagnosis  of  rhab- 
domyolysis  and  myoglobinuria.  This  was  event- 
ually confirmed  on  the  fifth  hospital  day  by 
acrylamide  gel  electrophoresis  as  described  be- 
low. Assay  of  the  urine  for  porphobilinogin  was 
negative. 

The  patient  was  given  a ten-day  course  of 
prednisone,  80  mg  a day,  in  an  effort  to  reduce 
edema  and  inflammation  of  the  affected  muscles. 
On  the  third  hospital  day,  phosphate  had  risen 
to  9.4  mg/100  ml  with  a calcium  of  6.7  mg/100 
ml,  and  the  Chvostek  Sign  was  positive.  This 
was  relieved  by  20  ml  of  15%  calcium  gluconate 
I.V. 

After  the  first  hospital  day,  the  patient  showed 
rapid  improvement  in  the  function  and  sensa- 
tion of  his  extremities,  with  the  return  of  the 
deep  tendon  reflexes.  By  the  fourth  hospital  day, 
his  right  leg  and  left  arm  had  returned  to  nor- 
mal; however,  the  patient  was  experiencing  ex- 
quisite pain  and  tenderness  in  his  left  leg.  Par- 
ticular attention  was  paid  to  this  leg  because  of 
the  possibility  of  further  compression  by  edema 
causing  arterial  insufficiency  and  further  rliab- 
domyolysis.  Daily  calf  measurements  as  well  as 
frequent  determinations  of  blood  flow  with  the 
Doppler  Flowmeter  were  obtained.  The  Surgical 
Service  was  alerted  to  the  possible  need  for  a 
faseiotomy,  but  this  proved  unnecessary.  1 he 
leg  remained  grossly  swollen,  but  peripheral 
pulses  were  present  at  all  times.  About  the  tenth 
hospital  day,  the  swelling  began  to  decrease, 
and  this  was  accompanied  by  a progressive  de- 
crease in  tenderness  and  a further  increase  in 
function. 

The  serum  muscle  enzyme  values  are  sum- 
marized in  Figure  1.  Maximum  values  were  a 
CPK  of  2550  IL  L on  day  7,  LDH  of  1020  IU/ 
L on  day  3,  and  GOT  of  13/0  TL  L on  day  2. 
The  values  for  these  serum  enzymes  fell  pro- 
gressively after  their  maximal  values. 

The  patient  remained  oliguric  until  day  13.  In 
total  lie  was  hemodialyzed  six  times,  or  thirty 
hours.  The  subsequent  diuretic  phase  lasted  from 
days  13-33.  By  day  30  the  serum  urea  and  crea- 
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Days  after  onset 
Figure  1 


tinine  had  returned  to  normal.  However,  during 
the  diuretic  phase  the  serum  calcium  progressive- 
ly rose  to  a maximum  of  14.6  mq/100  ml  on  day 
25,  accompanied  by  a fall  in  serum  phosphate 
concentration  and  a rise  in  the  alkaline  phos- 
phatase activity.  This  last  was  revealed  almost 
entirely  to  be  due  to  an  increase  in  the  heat 
labile  fraction,  i.e.,  to  be  of  bone  origin.  The 
hypercalcemia  was  treated  by  restriction  of  die- 
tary calcium  and  induction  of  a saline  diuresis.  A 
serum  parathyroid  hormone  assay  drawn  on  day 
25  was  normal.  The  period  of  hypercalcemia  last- 
ed from  days  21-30,  which  also  corresponded 
with  the  period  of  increased  alkaline  phosphatase 
activity.  This  is  shown  in  Figure  2. 

The  patient  suffered  no  further  metabolic 
derangements  during  his  hospital  course,  and  the 
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Days  After  Onset 
Figure  2 


remainder  of  his  hospitalization  was  spent  in 
rehabilitation  of  the  weakened  leg. 

Special  studies: 

The  urine  was  collected  for  nine  days  during 
the  patient’s  periods  of  oliguria  and  diuresis  and 
was  analyzed  for  the  presence  of  myoglobin. 
The  method  used  was  acrylamide  gel  electro- 
phoresis with  a 12%  gel  as  described  by  Boulton 
and  Huntsman.6  Quantitation  of  myoglobin  in 
the  dialyzed,  unconcentrated  urine  was  done  by 
densitometry  of  benzidine-stained  gels.  Calcula- 
tions were  made  of  the  amount  of  muscle  repre- 
sented by  the  excreted  myoglobin  based  on  a 
3.4  mg  of  myoglobin  in  one  gram  of  wet  skele- 
tal muscle.7  The  results  are  summarized  in  Table 
2.  These  calculations  indicate  that  at  least  3 kilo- 
grams of  muscle  were  destroyed. 

Table  2 

Quantitative  Myoglobin  Excretion 


Urine 

Urine 

Urine 

Myoglobin 

Total  Urine 

Hospital 

Benzi- 

Volume, 

Content, 

Myoglobin 

Day 

dine 

ml 

mq/ ml 

Exc.,  mg 

5 ' 

4+ 

50 

7.0 

350 

6 

0 

— 

0 

7 

— 

45 

5.5° 

250 

8 

44- 

58 

6.0 

348 

9 

34- 

85 

4.5 

382 

10 

185 

5.4° 

1000 

11 

— 

300 

11.6° 

3500 

12 

2+ 

365 

8.0 

2920 

13 

1 + 

970 

1.0 

970 

14 

14- 

1005 

0.5 

502 

15 

1 + 

2475 

0,3 

742 

16 

0 

3765 

0.1 

376 

17 

0 

6100 

0 

0 

11,310 

Muscle  mass  represented  at  3.4  mg  myoglobin  per  gram 
muscle  --  3.3  kg. 

“Myoglobin  content  estimated. 


COMMENT 

The  syndrome  of  rhabdomyolysis  following 
drug  abuse  has  only  recently  been  appreciated. 
This  complication  arises  not  only  after  heroin 
usage  but  also  after  overdose  with  any  drug 
capable  of  producing  prolonged  coma.  The 
mechanism  by  which  heroin  causes  rhabdomy- 
olysis remains  unexplained.  There  is  now  evi- 
dence to  suggest  that  rhabdomyolysis  occurs 
after  heroin  without  coma  and  presumably  re- 
sults from  a direct  action  on  the  muscle.  Other 
coma-inducing  drugs  however,  probably  produce 
rhabdomyolysis  by  prolonged  pressure  on  un- 
derlying extremities,  leading  to  ischemic  necro- 
sis of  the  muscle.  It  is  likely,  moreover,  that 
there  may  be  more  than  one  explanation  to 
account  for  the  differing  clinical  settings  report- 
ed. The  possible  mechanisms  of  heroin  induced 
rhabdomylolvsis  are  listed  in  Table  3. 
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Table  3.  . 

The  Possible  Mechanisms  of  Heroin-Induced 
Rhabdomyolysis 

1.  Direct  Effect  of  Heroin 

a.  Toxic  effect  on  muscle  cell  (membrane) 

b.  Hypersensitivity  after  abstinence 

2.  Coma  and  Sequelae  (Crush  Syndrome) 

a.  Ischemia  from  arterial  compression 

b.  Pressure  necrosis  of  underlying  limbs 

c.  Local  compression  by  edema 

3.  Predisposition  by  Hypokalemia 

To  try  to  account  for  the  occurrence  of  rhab- 
domyolysis in  heroin  abuse,  some  researchers 
have  proposed  a toxic  or  immunologic  effect  of 
the  drug  (or  its  adulterants)  on  the  muscle  tis- 
sue.3 There  is  no  experimental  evidence  to  sup- 
port this,  but  the  theory  is  suggested  by  the  ap- 
parent absence  of  trauma  or  other  recognized 
cause  of  muscle  destruction.  The  present  case  is 
illustrative  of  this  situation.  A toxic  effect  of  the 
adulterants  is  also  possible  since  “street  heroin”  is 
reported  to  contain  about  4%  heroin  with  the 
remainder  consisting  of  various  soluble  and  in- 
soluble components.8  Against  this  theory  is  the 
fact  that  cases  of  rhabdomyolysis  are  often  as- 
symetrical  and  localized  in  presentation,  with 
only  one  or  two  limbs  involved. 

Others4, 5 have  put  forth  the  theory  that  rhab- 
domyolysis following  drug  abuse  is  a manifes- 
tation of  the  “crush  synodrome”  causing  ische- 
mic injury  to  the  muscles,  comparable  to  that 
described  by  Bywaters  and  Beall9  where  mus- 
cle injury  and  renal  failure  occurred  in  pa- 
tients whose  limbs  were  pinned  under  fallen 
debris.  In  the  setting  of  drug  abuse,  how- 
ever, the  ischemic  injury  to  the  muscle  is  caused 
by  the  inert  weight  of  the  patient’s  own  coma- 
tose body.  The  historical  evidence  for  the  exis- 
tence of  the  crush  syndrome  in  drug  abuse  is 
quite  good;  Penn  et  al.b  have  described  eight 
cases  of  rhabdomyolysis  following  overdose  and 
coma  from  a variety  of  drugs,  including  heroin. 

Finally,  Kochel10  has  found  that  hypokalemic 
states  lead  to  a decreased  ability  of  the  muscle 
arterioles  to  respond  to  increased  metabolic 
needs  by  increasing  the  blood  flow  through  the 
muscle  tissue.  This  ischemic  injury  under  in- 
creased stress  leads  to  muscle  necrosis.  The  role 
of  heroin  on  potassium  flux  or  cellular  metabol- 
ism is  not  known. 

Rhabdomyolysis  from  any  cause  can  lead  to 
a variety  of  constitutional  and  metabolic  de- 
rangements, which  are  due  to  the  release  of 
muscle  cellular  components  into  the  blood- 
stream. The  more  familiar  and  significant  of 
these  components  include  myoglobin,  potassium, 


phosphate,  creatinine,  and  several  muscles  en- 
zymes. 

Myoglobin: 

Myoglobin,  a porphyrin-containing  globulin 
of  molecular  weight  17,300,  is  the  respiratory 
protein  analogous  to  hemoglobin  found  in  skele- 
tal and  cardiac  muscle.  Its  presence  in  increas- 
ing amounts  in  the  serum  or  urine  is  a specific 
indication  of  muscular  dysfunction  or  destruc- 
tion and  may  be  the  earliest  sign  that  the  syn- 
drome of  rhabdomyolysis  and  myoglobinuria  has 
occurred.  It  has  been  estimated  that  myoglobi- 
nuria does  not  become  visibly  obvious  until 
there  is  the  breakdown  of  200  gms  of  muscle.11 

Red-brown  urine  is  found  in  a number  of  other 
clinical  settings,  including  hemoglobinuria  and 
porphyria.  These  can  readily  be  distinguished  by 
convenient  chemical  tests  as  noted  in  Table  4. 
Thus  the  presence  of  a red-brown  benzidine 
positive  urine  together  with  an  elevated  CPK 
and  normal  plasma  color  is  virtually  diagnostic 
for  myoglobinuria. 


Table  4 

Differentiation  of  Red-Brown  Urine 

I.  Benzidine  Test:  A positive  test  suggests  Myoglobin, 
Hemoglobin,  or  Erythrocytes.  (If  negative,  proceed  to 
Step  II). 

A.  For  all  benzidine  positive  specimens,  examine  for 
erythrocytes  and  HEMATURIA. 

B.  To  distinguish  Myoglobin  from  Hemoglobin  in  the 
urine,  examine: 

1.  Serum  color  — Straw-colored  in  MYOGLOBI- 
NURIA; pink  to  brown  in  HEMOGLOBINU- 
RIA. 

2.  Serum  CPK  — High  in  MYOGLOBINURIA; 
normal  in  HEMOGLOBINURIA. 

3.  Further  differentiation  requires  speetophoto- 
nretry,  chemical  precipitation  with  ammonium 
sulfate,  electrophoresis,  or  immunoassay. 

II.  A Benzidine  Test  that  is  negative  suggests  Porphyria, 
Jaundice,  or  Drug  Effect. 

A.  Test  for  Porphobilinogen  (Watson-Schwartz).  A 
positive  test  indicates  PORPHYRIA. 

B.  Jaundice  can  be  distinguished  from  Drug  Effect 
by  a test  for  urine  bilirubin: 

1.  Urine  bilirubin  is  present  with  JAUNDICE. 

2.  Urine  bilirubin  is  absent  in  a Red-Brown  urine 
produced  by  coloring  secondary  to  DRUG 
EFFECT. 

The  role  of  myoglobin  in  the  precipitation  of 
acute  tubular  necrosis  (ATN)  remains  one  of 
controversy.  Renal  failure  was  very  much  a part 
of  the  crush  syndrome  as  it  was  historically  de- 
cribed.9  And  one  of  the  earlier  experiments  pro- 
duced renal  failure  after  an  injection  of  a 
purified  preparation  of  myoglobin  in  animals 
with  acidic  urine.12 

Several  theories  have  been  proposed  to  explain 
the  occurrence  of  ATN  from  myoglobinuria.  Tin' 
first  is  that  myoglobin  or  its  metabolites  are  di- 
rectly toxic  to  the  renal  tubular  epithelial  cells. 
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Second,  myoglobin  may  form  casts  that  mechan- 
ically obstruct  the  renal  tubule.  Kagen11  lends 
support  to  this  idea  by  his  finding  myoglobin  in 
in  the  tubules  of  kidneys  during  ATN.  And  third, 
myoglobin  may  cause  a fall  in  or  redistribution  of 
the  renal  blood  flow  with  resultant  ischemic 
damage.  There  is  good  evidence,  moreover,  that 
morphine  causes  a decrease  in  urine  volume  by 
decreasing  the  renal  blood  flow  and  glomerular 
filtration  rate.11  Heroin,  a compound  structurally 
similar  to  morphine,  may  produce  the  same  ac- 
tions and  thus  potentiate  the  setting  for  myo- 
globin-induced ATN. 

Potassium: 

In  rhabdomyolysis  there  is  the  release  of  po- 
tassium into  the  blood  amounting  to  approx- 
imately 9.4  meq  for  100  grams  of  muscle.  This 
is  cleared  by  the  kidney  under  normal  circum- 
stances. With  concomitant  acute  renal  failure, 
however,  the  serum  potassium  rises.  Thus  the 
setting  of  increasing  serum  potassium  and  crea- 
tinine values  together  with  myalgias  and  pig- 
menturia  should  alert  one  to  the  likelihood  of 
muscle  catabolism  and  associated  renal  failure. 
In  this  case  an  initial  hyperkalemia  of  7.6  meq/1 
was  seen  which  was  controlled  by  anion  ex- 
change resins  and  hemodialysis.  The  hyperkale- 
mia following  acute  muscle  damage  has  been 
thought  to  account  for  the  sudden  or  early 
deaths  in  many  of  these  patients  presumably 
from  cardiac  arrhythmias.15 
Phosphate: 

The  muscle  mass  contains  large  amounts  of 
phosphate,  mainly  present  as  adenosine  triphos- 
phate and  phosphocreatine.  Muscle  cellular 
breakdown  will  lead  to  increasing  amounts  of 
phosphate  in  the  serum  which  will  give  rise  to 
hypocalcemia.  Soon  after  admission,  the  patient 
in  this  case  showed  an  elevated  serum  phosphate 
to  9.4  mg/100  ml,  while  his  serum  calcium  de- 
creased to  6.7  mg/100  ml.  The  patient  had  early 
signs  of  hypoealcemic  tetany.  The  serum  calcium 
was  elevated  by  intravenous  calcium  gluconate 
and  hemodialysis.  Decreased  serum  calcium  to- 
gether with  hyperkalemia  has  been  shown  to 
aggravate  potential  cardiac  arrhythmias. 
Creatinine  and  urea: 

The  rapid  rise  of  the  serum  creatinine  and 
urea  is  a function  of  both  tissue  necrosis  and 
renal  failure.  The  fact  that  this  patient’s  initial 
values  of  creatinine  and  urea  were  significantly 
elevated  suggests  (assuming  no  long  standing 
renal  dysfunction)  that  his  renal  failure  may 


have  had  its  onset  before  his  presentation  to  the 
hospital.  One  report16  has  called  attention  to  a 
disproportionate  rise  in  serum  creatinine  with 
respect  to  that  of  urea  in  the  setting  of  rhabdo- 
myolysis and  ATN.  In  the  present  case,  the  pa- 
tient’s creatinine  rose  to  9.4  mg/100  ml  within 
seventy-two  hours  of  the  morning  before  admis- 
sion. This  rapid  rise  in  serum  creatinine  is  un- 
usual for  acute  renal  failure  and  is  best  ascribed 
to  the  effects  of  muscle  tissue  breakdown.  It 
should  be  noted,  however,  that  despite  the  rapid 
rise  in  serum  creatinine,  the  urea  also  rose  rap- 
idly so  that  the  urea/creatinine  ratio  never  fell 
below  ten  to  one. 

Calcium: 

An  initial  hypocalcemia  secondary  to  phos- 
phate release  has  already  been  described.  This 
patient,  however,  underwent  a paradoxical  hy- 
percalcemia about  eight  days  after  the  onset  of 
the  diuretic  phase  of  ATN.  This  lasted  about 
ten  days  and  was  associated  with  an  increase 
in  heat  labile  alkaline  phosphatase,  hypercal- 
curia,  and  a falling  serum  phosphate  level.  The 
maximum  value  of  the  serum  calcium  was  14.6 
mg/100  ml,  and  there  were  no  soft  tissue  calci- 
fications seen  in  the  affected  leg. 

The  syndrome  of  hypercalcemia  following 
acute  renal  failure  is  unusual,  there  being  only 
seven  other  reported  cases  in  the  literature.17'22 
Most  of  these  are  incidents  of  acute  renal  failure 
associated  with  muscle  damage.  In  general  the 
hypercalcemia  has  its  onset  during  the  diuretic 
phase  of  ATN,  often  following  a period  of  hypo- 
calcemia and  hyperphosphatemia  during  the  oli- 
guric phase.  Parathyroid  hormone  assay  was 
increased  in  one  report,22  and  decreased  in  an- 
other;21 in  the  same  reports,  the  alkaline  phos- 
phatase activity  was  increased. 

Several  theories  have  been  advanced  to  ex- 
plain this  hypercalcemic  syndrome.  In  one  of  the 
cases18  the  hypercalcemia  was  associated  with 
metastatic  calcification  in  the  injured  tissue.  The 
authors  concluded  that  the  increased  calcium 
values  were  the  result  of  resorption  of  calcium 
from  the  injured  muscle  tissue.  However,  meta- 
static calcification  can  often  be  the  result  of 
increased  serum  calcium.  In  another  report,17 
the  transient  hypercalcemia  was  thought  to  be 
the  result  of  prolonged  immobilization  of  the 
bony  structures.  Yet  such  an  explanation  would 
not  fit  many  of  the  other  case  reports,  including 
the  present  one. 

In  several  of  the  reports17’21'23  attention  has 
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been  turned  to  the  possible  role  of  a transient 
increase  in  parathyroid  hormone  activity  leading 
to  hypercalcemia.  This  hyperparathyroidism 
must  be  different  than  that  found  in  chronic 
renal  failure,  in  which  there  is  demonstrable 
hyperplasia  of  the  parathyroid  gland,  induced  by 
a prolonged  hypocalcemia.  The  ten  to  twelve- 
day  period  of  hypocalcemia  in  ATN  secondary 
to  rhabdomyolysis  seems  hardly  enough  by  itself 
to  induce  any  substantial  histological  changes  in 
the  parathyroid  glands  — changes  that  by  them- 
selves regress  or  become  inactive  in  two  weeks. 
Muscle  enzymes: 

In  muscle  breakdown,  the  enzymes  most  com- 
monly observed  are  the  creatinine  phosphokinase 
(CPK),  the  lactic  dehydrogenase  (LDH),  and 
the  glutamine  oxalotransaminase  (GOT).  In  this 
patient  these  were  elevated  in  the  earliest  deter- 
minations. The  CPK  continued  to  rise,  however, 
to  its  maximal  value  on  the  seventh  hospital  day, 
while  the  LDH  and  GOT  decreased  steadily 
after  the  first  few  days. 

Penn  et  a Is  presented  several  cases  of  “crush 
syndrome”  following  severe  coma  after  drug 
overdose.  In  these  cases  he  followed  the  serum 
enzymes  and  recorded  the  day  of  maximal  value 
for  each  of  them.  His  results  showed  no  consis- 
tent trend  in  the  amount  of  serum  concentration, 
in  the  relative  amounts  of  enzymes  to  each  other, 
or  in  the  day  of  peak  serum  concentration  after 
injury.  The  only  feature  common  to  most  of  the 
cases  was  that  the  concentrations  of  the  enzymes 
reach  maximum  values  on  or  about  the  same  day. 
This  is  not  the  case  here.  Other  reports3  also 
show  that  serum  enzymes  decline  progressively 
after  their  maximal  values.  It  is  significant  per- 
haps that,  though  the  clinical  course  was  one  of 
continual  improvement,  significant  amounts  of 
myoglobin  were  found  in  the  urine  up  through 
the  sixteenth  hospital  day. 

CONCLUSION 

Myoglobinuria  has  traditionally  been  thought 
to  be  prima  facie  evidence  for  severe  muscle 
damage.  Yet  this  notion  must  be  modified  as 
one’s  attention  shifts  from  qualitative  myoglobi- 
nuria to  quantitative  determinations  of  myo- 
globin in  the  urine.  Sensitive  techniques  for  de- 
termination of  myoglobin  have  been  developed 
so  that  quantities  down  to  0.04  /xg/ml  can  be 
detected.  With  these  techniques  it  was  found 
that  normal  individuals  excrete  minute  amounts 
of  myoglobin  at  times,  and  that  these  amounts 
increase  with  exercise.23 


In  heroin  use,  rhabdomyolysis  remains  an  in- 
frequent complication,  but  one  that  is  probably 
underdiagnosed  at  present  with  many  less  ex- 
tensive cases  not  being  presented  for  medical 
treatment.  In  this  setting  the  myoglobinuria  is 
extreme  and  the  muscle  damage  obvious.  When 
this  syndrome  presents  itself,  the  course  of  man- 
agement is  clear:  First,  to  prevent  renal  failure 
or,  if  this  is  not  possible,  to  maintain  homeostasis 
until  renal  function  has  returned;  second,  to 
avert  further  compromise  in  the  affected  limbs 
with  attention  to  maintaining  adequate  circula- 
tion in  all  parts  and  preventing  contractures; 
and  third,  to  avoid  the  metabolic  pitfalls  in  the 
diuretic  phase  of  acute  tubular  necrosis  includ- 
ing profound  electrolyte  depletion  and  the  re- 
cently recognized  syndrome  of  hypercalcemia 
peculiar  to  this  setting.  With  conservative  med- 
ical management  and  meticulous  attention  to 
detail,  the  complications  to  treatment  should  be 
few. 
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ANGIOGRAPHY  AS  A DIAGNOSTIC  TOOL  IN  GASTROINTESTINAL  BLEEDING 

Marco  Sprintis,  M.D. 


Desipte  the  advances  in  radiology  and  endo- 
scopy, the  precise  demonstration  of  the  site  of 
gastrointestinal  bleeding  is  all  too  often  diffi- 
cult. Even  exploratory  surgery  is  frequently  un- 
able to  document  a bleeding  lesion.  Because  of 
this  challenge  it  has  been  hoped  that  percutan- 
eous femoral  selective  angiography  might  be  a 
useful  procedure  in  discovering  an  actively 
bleeding  lesion  in  the  gastrointestinal  tract. 

The  following  paper  is  a review  of  the  avail- 
able literature  concerning  the  role  of  selective 
angiography  in  the  management  of  obscure  gas- 
trointestinal hemorrhage.  It  seeks,  in  the  review, 
to  establish  the  proper  role  of  the  procedure  in 
the  actively  bleeding  patient  and  to  assess  the 
accuracy  of  the  procedure. 

In  a collected  series  of  1500  “G.  I.  Bleeders” 
by  E.  D.  Palmer,  the  authors  failed  to  find  the 
bleeding  site  in  between  8%  and  39%.  Further,  if 
patients  had  already  undergone  a “vigorous 
Diagnostic  Approach”  which  had  failed  to  find 
the  bleeding  site,  surgical  exploration  would  fail 
in  70%  of  these  patients.1 

Barium  examinations  of  the  gastrointestinal 
tract  will  frequently  demonstrate  multiple  pos- 
sible bleeding  lesions,  but  cannot  indicate  which 
is  the  current  site  of  hemorrhage.  Again,  in 
Palmer’s  series  of  1500  patients,  barium  examina- 
tions established  the  correct  diagnosis  in  slightly 
over  x/3rd  of  the  patients.  Fully  50%  of  this  series 
had  multiple  potential  bleeding  sites  that  were 
not  responsible  for  the  hemorrhage  at  the  time 
of  diagnosis.1 

Endoscopic  examination  of  the  gastrointestinal 
tract  is  quite  accurate  in  assessing  whether  a 
lesion  is  actually  bleeding,  but  because  the  in- 
struments are  able  to  reach  only  a relatively 
small  segment  of  the  intestine,  their  usefulness 
is  limited. 

There  are  a welter  of  other  diagnostic  modali- 
ties used  to  demonstrate  the  site  of  gastrointesti- 
nal hemorrhage.  Among  these  are  the  Einhorn 
string,  the  Brayhauser  string,  radioisotope  tech- 
niques, and  long-tube  entubations  of  the  small 
bowel.  Most  of  these  tests  have  not  withstood 
the  test  of  time  and  have  been  discarded  in  favor 
of  more  clinically  useful  and  more  accurate  tests. 

Diagnostic,  percutaneous,  femoral,  selective 

From:  Dept,  of  Medicine,  Tucson  Hospitals  Medical  Educa- 
tion Program,  P.O.  Box  6067,  Tucson,  AZ  85716  (Dr.  Sprintis, 
first  year  resident  in  Medicine). 


angiography  has  emerged  as  a useful  and  quite 
accurate  procedure  in  documenting  the  site  of 
gastrointestinal  hemorrhage  when  other  methods 
have  failed. 

HISTORY 

The  medical  history  of  diagnostic  angiography 
begins  with  Odmar  in  1956. 3 He  demonstrated 
the  technique  of  percutaneous  femoral  arteriog- 
raphy and  described  the  anatomy  of  the  superior 
mesenteric  artery  and  the  celiac  axis.  Margulis 
reported  two  cases  of  actively  bleeding  tumors 
by  operative  mesenteric  arteriograms.4 

Later,  in  1963,  Nusbaum  and  Baum  experi- 
mentally demonstrated  intestinal  bleeding  sites 
wherein  the  blood  loss  was  0.5cc/minute  or 
greater.  These  workers  also  perfected  the  Sel- 
dinger  technique  of  retrograde  femoral  cathe- 
terization and  demonstrated  it  to  be  a simple, 
accurate  and  safe  technique.5,6  This  work  was 
confirmed  and  amplified  by  Frey,  et.  al.  in  1967. 7 
Since  that  time  a multitude  of  authors  have  im- 
proved the  technique  and  lessened  the  mortality- 
morbidity  of  the  procedure. 

TECHNIQUE 

The  angiographic  procedure  is  accomplished 
under  local  anesthesia  using  aseptic  technique. 
A modification  of  the  Seldinger  technique  is  em- 
ployed to  insert  a specially  formed  catheter  into 
the  femoral  artery.  Fluroscopy  aid  the  operator 
in  advancing  the  catheter  to  the  orifice  of 
the  celiac  axis,  the  superior  mesenteric  and 
inferior  mesenteric  arteries  in  turn.  Control- 
led pressure  injections  of  a suitable  radio- 
opaque dye  fill  the  arterial  tree.  Cine  fluorog- 
raphy  or  rapid  casette  changers  are  used  to 
record  the  progress  of  the  dye  through  the  ar- 
terial and  venous  phases.6  Bleeding  sites  are  de- 
termined by  evidence  of  mucosal  staining  caused 
by  extravasation  of  contrast  media  into  the  gut 
lumen.  The  demonstration  is  more  convincing 
when  the  mucosal  stain  persists  after  the  capil- 
lary and  venous  phases  have  cleared.  Indirect 
evidence  of  bleeding  can  be  obtained  by  show- 
ing “tumor  vessels”,  invasion  and  displacement 
of  blood  vessels,  early  opacification  of  arterio- 
venous anomalies,  and  aneurisms.7 

COMPLICATIONS 

The  complications  that  attend  percutaneous 
retrograde  arteriograms  are  mostly  of  a mechani- 
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cal  nature.  Lang,  in  a series  of  11,402  patients, 
showed  a mortality  rate  of  0.06%  (7  patients) 
and  serious  complications  in  0.7%  (81  patients).8 
Refinements  in  technique  and  experience  have 
reduced  the  morbidity  incidence  to  less  than 
0.5%. 

Frey,  et.  al.  reported  only  11  complications  in 
3000  procedures  (0.36%).  These  complications 
included  5 femoral  artery  thromboses,  3 large 
hematomae,  3 false  aneurisms.  None  of  these  re- 
sulted in  more  serious  complication.  In  addition 
to  these  more  common,  complications,  other 
authors  have  reported  fractures  of  catheters, 
impaction  of  catheters,  perforations  at  the  ostium 
of  mesenteric  arteries,  and  allergic  reaction  to 
dyes.11  Most  authors  report  a higher  complica- 
tion rate  when  the  brachial  artery  is  used  in  the 
angiographic  procedure.12 

CONTRAINDICATIONS 

All  of  the  contraindications  listed  by  the  vari- 
ous authors  are  relative  rather  than  absolute. 
Most  authorities  in  the  field  recommend  that  the 
relative  risk  of  the  procedure  for  the  individual 
patient  be  clinically  weighed  against  the  worth 
of  the  information  to  be  gained.  There  is  no 
substitute  for  experience  and  clinical  judgement 
in  the  decision  to  utilize  percutaneous  angiogra- 
phy.12'13 

Useful,  as  guidelines,  are  the  following  con- 
siderations: 

( 1 ) A history  of  allergy  to  iodinated  contrast 
media. 

(2)  The  presence  of  bleeding  or  clotting  ab- 
normalities. 

(3)  The  presence  of  anuria  or  significant 
renal  dysfunction. 

(4)  Cardiovascular  abnormalities  such  as  hy- 

pertension, low  cardiac  output,  wide 
pulse  pressure  or  frank  failure. 

(5)  Abnormalities  of  the  femoral  arteries, 
manifested  by  bruits  or  diminished  pulsa- 
tions. 

(6)  The  presence  of  massive  ascites  or 
tachypnea  will  interfere  with  technique 
and  mar  film  quality. 

When  the  angiogram  fails  to  demonstrate  a 
bleeding  lesion,  it  may  be  due  to  ( 1 ) hemorr- 
hage below  the  amount  required  for  visualization 
(less  blood  flow  than  0.3cc/min),  absence  of 
hemorrhage  at  the  time  of  angiography,  unsatis- 
factory films  or  failure  to  include  the  area  of 
interest  in  the  films.  Anatomic  variations  in  ar- 
terial configuration  may  cause  confusion  or  mis- 


diagnosis14,15. 

DISCUSSION 

Since  the  introduction  of  the  technique  of 
transfemoral,  selective  angiography  by  Baum  in 
1962,  there  have  been  a large  number  of  articles 
in  the  literature  attesting  to  the  worth  of  the 
modality16  through  25.  Angiography  has  been  able  to 
demonstrate  almost  every  type  and  kind  of 
bleeding  lesion  in  the  gastrointestinal  tract.  The 
pressing  question  has  not  been  the  utility  of  the 
procedure,  but  rather  when  it  should  be  used. 

The  majority  of  experienced  authors  reporting 
on  angiography  of  the  intestinal  tract  recommend 
that  the  procedure  be  reserved  for  those  patients 
who  have  bleeding  episodes  that  are:  (1)  multi- 
ple; (2)  and  in  whom  endoscopic  examination 
and  or  radiographic  examination  with  barium 
have  failed  to  demonstrate  the  site  of  hemorr- 
hage. The  angiographic  procedure  must,  of 
course,  not  be  done  with  barium  in  the  intestinal 
tract. 

The  larger  series  of  patients  reported  show  an 
accuracy  of  between  58%  and  97%.  Baum  and  his 
co-workers6  26,27,28  report  72%  accuracy  in  their 
series  of  100  patients. 

Reuter  suggests  that  angiography  be  perform- 
ed as  the  initial  procedure  when  the  patient  is 
acutely  and  actively  bleeding.  If  no  bleeding  site 
is  demonstrated  thereby,  barium  studies  are  ord- 
ered. In  patients  with  a chronic  intermittant 
bleeding  problem,  barium  studies  should  be  the 
primary  study  and  angiography  should  be  per- 
formed if  they  are  unsuccessful15.  Since  most  of 
the  authors  are  radiologists,  the  proper  place  of 
endoscopy  has  been  underemphasized. 

There  have  been  several  specific  bleeding  en- 
tities that  angiography  is  particularly  suited  to 
demonstrate.  Among  these  are  bleeding  colonic 
diverticula,  stress  ulcerations  of  the  upper  gas- 
trointestinal tract,  and  bleeding  in  cirrhotic 
patients. 

While  diverticula  are  easily  demonstrated  by 
barium  studies,  the  question  of  bleeding  is  often 
left  unanswered.  Casareall  and  his  co-workers30 
showed  that  they  were  able  to  accurately  local- 
ized the  site  of  bleeding  from  colonic  diverticula 
in  18  of  27  patients  (66%).  Interestingly  enough, 
when  these  patients  were  taken  to  surgery,  the 
surgeon  was  unable  in  any  patient  to  visualize 
the  bleeding  site  in  the  operating  room.  Eisen- 
berg,  et.  al.  has  reported  8 positive  angiograms 
in  12  patients  with  colonic  diverticulosis.  He  em- 
phasizes that  angiography  under  such  circum- 
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stances  is  helpful  in,  ( 1 ) excluding  other  causes 
of  large  bowel  hemorrhage,  (2)  localizing  the 
bleeding  diverticulum  accurately,  (3)  allowing 
a trial  of  nonoperative  therapy  by  infusing  vaso- 
pressors through  the  angiographic  catheter,  and 
(4)  allow  the  surgeon  to  perform  a specific  and 
limited  resection  of  the  bleeding  area  if  non- 
operative therapy  fails.31 

The  use  of  angiography  in  the  cirrhotic  pa- 
tient has  opened  several  new  avenues  of  diag- 
nosis and  therapy.  The  cirrhotic  patient  often 
has  multiple  potential  bleeding  sites.  Angiogra- 
phy has  been  able  to  demonstrate  which  site  was 
the  actual  cause  of  hemorrhage,  and  to  localize 
it  with  precision.  In  addition,  the  infusion  of 
either  pitressin  or  vasopressor  agents  has  enabled 
the  surgeon  to  utilize  a more  elective  surgical 
procedure,  preparing  his  patient  more  ade- 
quately. Braut  clearly  demonstrated  these  ad- 
vantages in  42  patients  where  he  was  able  to 
achieve  a diagnostic  accuracy  of  97. 6%. 32 

Baum  and  his  coworkers  have  been  remark- 
able successful  in  utilizing  angiography  in  the 
diagnosis  and  treatment  of  stress  ulcerations. 
Since  stress  ulcerations  are  usually  very  super- 
ficial, they  do  not  visualize  well  to  standard 
barium  examinations.  Because  they  are  usually 
multiple,  it  is  difficult  to  ascertain  which  ulcer 
is  the  actual  bleeding  site.  Angiography  over- 
comes many  of  these  difficulties  and  precisely 
demonstrates  the  anatomic  bleeding  site;  thus 
facilitating  surgical  or  trans-catheter  infusion 
treatment.28 

Patients  that  display  a chronic  recurrent  bleed- 
ing problem  have  been  studied  by  means  of  an- 
giography. 10,15  In  these  problems,  the  anatomic 
lesion  can  often  be  demonstrated  even  when 
active  bleeding  is  not  in  progress.  Many  authors 
have  been  able  to  angiographicaly  define  lesions 
when  barium  studies  and  endoscopic  studies 
were  completely  normal.29,14 

SUMMARY 

Angiography  of  the  gastrointestinal  vasculature 
has  proven  to  be  an  outstandingly  useful  pro- 
cedure in  the  diagnosis  of  gastrointestinal  hem- 
orrhage. It  should  be  utilized  when  endoscopy, 
barium  studies  and  clinical  evaluation  have  fail- 
ed to  define  the  bleeding  site.  Special  considera- 
tion should  be  given  to  this  modality  in  patients 
suspected  of  having  stress  ulcerations,  bleeding 
colonic  diverticula,  and  in  the  cirrhotic  patient. 
The  use  of  intra-arterial  perfusion  of  theraputic 
agents  through  the  angiographic  catheter  is  be- 


coming an  important  adjunct  to  diagnostic  angio- 
graphy. All  authors  emphasize  the  need  for  train- 
ed and  experienced  persons  performing  angiog- 
raphy. 

Gratitude  is  expressed  to  Mrs.  Jean  R.  Mc- 
Gregor and  Miss  Kelly  Hastings  for  their  help 
in  preparation  of  the  manuscript. 
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GASTROINTESTINAL  BLEEDING  CONTROLLED  BY  AMICARR 


Paul  H.  Duffey.  M.D.,  FACP 


Sooner  or  later  every  internist  faces  the  chal- 
lenge of  a patient  with  chronic  or  recurrent 
acute  gastrointestinal  bleeding  from  unknown 
site  whose  bleeding  cannot  be  stopped  despite 
multiple  tests,  blood  transfusions.  Vitamin  K,  and 
surgical  intervention. 

After  helping  to  care  for  several  of  these  very 
frustrating  patients,  a thought  occurred  to  me. 
If  fibrinolysis  can  take  place  in  the  vascular  bed 
and  in  the  urinary  tract  resulting  in  abnormal 
bleeding  correctable  by  epsilon  aminocaproic 
acid  (EACA,  AmicarR),  perhaps  some  cases  of 
refractory  gastrointestinal  bleeding  are  also 
caused  by  fibrinolysis  and  could  be  stopped  by 
the  same  drug. 

Winnie  Webb,  one  of  the  Tucson  Medical 
Center  coagulation  technicians,  devised  a test 
for  fecal  fibrinolysis  using  supernatant  of  saline 
— diluted  stool  acting  on  the  patient’s  own 
thrombin  — induced  plasma  clot  with  observa- 
tion for  lysis  (Figure  1).  This  test  gave  no  evi- 
dence of  lysis  in  7 laboratory  technicians,  2 
patients  with  upper  G.I.  bleeding  due  to  duo- 
denal ulcers,  or  1 patient  with  epistaxis  due  to 
hereditary  hemorrhagic  telangiectasia  (Osler- 
Weber-Rendu  disease).  A few  of  the  10  hospital 
patients  with  diarrhea  showed  slight  lysis,  but 
none  o(  control  patients  showed  moderate  or 
complete  lysis. 


FECAL  FIBRINOLYSIS  TEST 

L A specimen  of  citrated  whole  blood  (0.5  ce  of  3.8% 
Na  citrate  to  4.5  cc  blood)  is  obtained  from  the 
patient 

2.  In  each  of  three  plastic  test  tubes  (12x75  mm.)  mix 
0.2  cc  patient’s  fresh  citrated  plasma  with  0.1  cc 
thrombin  solution  (4  units/ml)  and  let  stand  15  to  20 
minutes  at  37°C. 

3.  Tap  the  tubes  containing  the  formed  clots  gently  to 
loosen  the  clots  from  the  tubes. 

4.  Mix  one  part  of  patient  feces  with  an  equal  volume 
of  saline.  Spin  for  5 minutes  at  1700  RPM  to  obtain 
supernatant. 

5.  To  tube  #1  add  0.2  cc  of  stool  supernatant.  To  tube 
#2  add  0.2  cc  normal  saline.  To  tube  #3  add  0.2  cc 
of  the  patient’s  citrated  plasma. 

6.  Cover  all  three  tubes  with  parafilm  and  place  in  37°C 
water  bath  for  48  hours.  Check  for  lysis  of  the  clot 
in  24  and  48  hours. 

7.  If  the  clot  in  tube  #1  lyses,  fecal  fibrinolytic  activity 
is  present.  If  the  clot  in  tube  #3  lvses,  plasma  fibrino- 
lytic activity  is  present.  Tube  #2  is  the  control  and 
should  not  show  lytic  activity. 

Figure  1 

In  August,  1971,  I saw  a 79-year-old  woman 
with  a history  of  recurrent  G.I.  bleeding  for  5 
years.  She  had  required  13  units  of  blood  in  the 
preceding  2 years.  Despite  multiple  proctosco- 
pies, a string  test,  and  multiple  complete  barium 
studies,  the  exact  site  of  her  recurrent  bleeding 
was  unknown.  Finally  in  desperation,  the  sur- 
gon  removed  a segment  of  sigmoid  colon  in- 
volved by  diverticulosis,  a duodenal  diverticu- 
lum, and  a duodenal  leiomyoma.  His  success  in 
controlling  her  bleeding  was  short-lived  how- 
ever, and  5 weeks  later  she  bled  again. 

On  this  admission,  coagulation  studies  were 


8/18/71 

Table  1 

COAGULATION  STUDIES  - 
8/19/71  8/20/71  8/26/71 

PATIENT  J.  S. 

8/27/71  8/28/71 

8/29/71 

9/  1/71 

9/  3/71 

Platelet  Count  /mm3 
Fibrinogen  mg/ml 

33,500 

<75 

26,000 

155 

255,000  370,000' 

175 

320,000 

125 

175 

190 

240 

250 

Prothrombin  Time 
Pt. /Control  Sec. 
Thrombin  Time 
Pt./Control  Sec. 
Euglobulin  Lysis  hrs. 
Fecal  Fibrinolysis 
EACA  I.V. 

13.5/13.6 

13.8/14.7 

13.8/13.8 

24.3/18.3 

13.8/13.4 

18.8/15.8 

1 1/6 
Complete 
t 

16 

Slight 

6 

None 

11 

t 

From:  Tucson  Clinic,  P.O.  Box  26926,  Tucson,  AZ  85726 
(Dr.  Duffey). 
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done  (Table  1)  and  showed  hypofibrinogenemia 
and  thrombocytopenia  with  a normal  prothrom- 
bin time  and  a negative  plasma  protamine  para- 
coagulation  test.  Both  abnormal  clotting  tests 
corrected  to  normal  within  48  hours  after  2 
units  of  packed  cells,  2 units  of  cryoprecipitate 
and  4 units  of  platelet  rich  plasma  and  her 
bleeding  stopped. 

She  was  discharged  but  was  re-admitted  the 
next  day  with  renewed  bleeding  — melena  mix- 
ed with  bright  red  blood.  This  time  her  coagula- 
tion studies  were  essentially  normal  except  for 
a shortened  euglobulin  lysis  time  and  complete 
lysis  on  the  fecal  fibrinolysis  test,  the  first  posi- 
tive test  we  had  found  on  any  patient.  She  con- 
tinued to  bleed  after  transfusion  of  3 units  of 
whole  blood.  Finally,  she  was  given  intravenous 
EACA  on  8/28/71  and  the  bleeding  appeared  to 
stop  within  three  hours.  The  fecal  fibrinolysis 
test  became  negative  within  4 days. 

Six  days  after  the  EACA  administration  she 
again  had  acute  bleeding,  apparently  arrested 
promptly  again  by  intravenous  Amicar.  The 
following  day  she  was  begun  on  oral  EACA  1 
gram  four  times  a day,  the  treatment  being 
continued  for  five  months.  Except  for  two  single 
bloody  stools  in  the  next  4 weeks,  she  did  not 
bleed  again  in  the  subsequent  25  months  despite 
a continuing  positive  fecal  fibrinolysis  test.  In 
October,  1973,  she  abruptly  had  hematemesis 
and  melena  and  died. 

There  is  no  question  in  my  mind  about  the 
cause  and  effect  relationship  between  Amicar 
administration  and  the  dramatic  cessation  of 
this  patient’s  recurrent  gastrointestinal  bleeding. 

In  the  two  years  since  the  first  patient  was 
treated  with  oral  Amicar  for  gastrointestinal 
bleeding  with  positive  fecal  fibrinolysis  test,  I 
have  found  or  have  had  referrals  of  seven  other 
patients  with  similar  findings. 

Here  are  some  characteristics  of  the  whole 
group:  Age,  40-79  years,  average  63.5;  Sex,  6 
females,  2 males;  Average  duration  of  previous 
bleeding,  41  months;  Use  of  anti-inflammatory 
drugs,  Butazolidin  3,  aspirin  2,  Indomethacin  1, 
no  anti-inflammatory  drugs  3;  Previous  surgery 
for  G.I.  bleeding,  5 out  of  8.  Duodenal  diverticu- 
lum removal  2,  hiatus  hernia  repair  and  chole- 
cystectomy 1,  duodenal  leiomyoma  removal  1, 
partial  colectomy  1,  hemorrhoidectomy  1,  lap- 
arotomy 1.  Hyperlipidemia,  2 of  8 had  Type  IV. 
Other  clotting  abnormalities:  multiple  clotting 
disorders  of  cirrhosis  2,  decreased  platelet  ad- 


hesiveness while  off  all  aspirin  3.  One  patient 
had  Osler-Weber-Rendu  disease. 

Each  of  these  patients  was  treated  with  Ami- 
car only  after  all  other  reasonable  alternatives 
had  either  been  utilized  or  were  not  feasible. 
The  known  side  effects  of  the  drug  and  expected 
benefits  were  explained  to  the  patients  and  their 
informed  consent  was  obtained. 

The  initial  dose  of  oral  EACA  used  was  1 
gram  four  times  a day.  If,  after  several  days  the 
fecal  fibrinolysis  test  was  still  positive,  the  dose 
was  increased  to  1.5  grams  four  times  a day.  One 
patient  bled  again  12  hours  after  stopping  the 
latter  dose.  Since  her  fecal  fibrinolysis  test  was 
completely  lysed  in  3 hours,  Amicar  was  re- 
started at  2 grams  four  times  a day  and  the  test 
gradually  became  negative. 

Overall  results  of  oral  EACA  treatment  were 
as  follows:  only  one  patient  who  was  unable  to 
tolerate  the  drug  has  required  transfusions  since 
treatment,  whereas  all  had  required  them  be- 
fore; all  but  that  one  have  maintained  a normal 
or  near  normal  hemoglobin  without  parenteral 
iron.  Three  out  of  seven  have  stopped  bleeding 
completely. 

One  patient  was  free  of  bleeding  for  9 months 
but  with  a continuing  positive  fecal  fibrinolysis 
test.  He  had  one  minor  episode  of  melena  and 
was  restarted  on  EACA.  A 75-year-old  woman 
continues  to  have  guaiac  positive  stools  and  a 
positive  test  but  is  able  to  maintain  her  hemo- 
globin on  oral  iron  and  continuing  Amicar.  The 
original  patient  had  25  months  free  of  bleeding 
after  oral  Amicar  treatment,  but  with  a contin- 
uing positive  fecal  fibrinolysis  test,  and  finally 
abruptly  bled  to  death. 

The  fecal  fibrinolysis  test  has  become  nega- 
tive in  three  out  of  seven  patients  on  oral  EACA 
treatment,  and  none  of  these  have  bled  again 
in  3V2,  9,  and  12  months. 

One  patient  with  a positive  fecal  fibrinolysis 
test  was  not  given  oral  Amicar.  In  contrast  to 
the  others  who  stopped  bleeding,  she  had  4 
more  major  episodes  of  hematemesis  and  mel- 
ena, requiring  an  average  of  2 units  of  blood 
transfusion  per  episode.  One  of  these  episodes 
was  terminated  within  a few  hours  by  intra- 
venous EACA  when  the  bleeding  failed  to  stop 
with  standard  measures,  but  she  had  two  more 
major  bleeding  episodes  subsequently. 

No  side  effects  of  oral  Amicar  were  observed 
in  four  patients  Three  patients  had  the  following 
significant  side  effects:  diarrhea  and  polyuria 
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to  the  point  of  incontinence  occurred  in  two  pa- 
tients and  caused  discontinuation  of  the  drug 
in  both.  Stopping  the  drug  resulted  in  complete 
recovery  from  these  symptoms.  One  patient  had 
mild  diarrhea.  One  patient  had  “claudication  of 
the  cauda  equina”  according  to  the  neurologist. 
There  is  some  doubt  about  this  diagnosis  since 
a hematoma  of  the  spinal  cord  was  seen  on 
myelogram  and  he  had  multiple  coagulation  de- 
fects of  cirrhosis.  Another  nervous  lady  who 
experienced  chest  pain  for  16  years  had  chest 
pain  on  EACA,  but  tolerated  a larger  dose  soon 
thereafter  without  any  evidence  of  a heart  attack. 

Several  patients  had  a probable  increased  risk 
for  side  effects  that  did  not  occur.  One  77-year- 
old  woman  had  had  multiple  aortofemoral  by- 
pass grafts  for  severe  arteriosclerosis.  She  did 
not  have  any  worsening  of  her  intermittent  clau- 
dication and  did  not  develop  gangrene.  Two 
patients  with  cirrhosis  of  the  liver  did  not  ap- 
pear to  have  any  increase  in  the  degree  of  their 
liver  dysfunction  after  EACA. 

Both  patients  with  cirrhosis  died  and  were 
autopsied.  The  woman,  who  had  only  received 
intravenous  EACA  once  8 months  previously, 
was  doing  poorly  with  hepatorenal  syndrome  fol- 
lowing hiatus  hernia  repair  and  cholecystectomy 
when  she  had  an  acute  myocardial  infarction. 
At  autopsy  there  was  no  evidence  of  any  lesion 
which  could  have  caused  gastrointestinal  bleed- 
ing except  esophageal  varices.  Three  endosco- 
pies during  acute  bleeding  episodes  had  shown 
no  bleeding  from  the  varices. 

The  man  with  cirrhosis  died  of  hepatic  coma 
SV2  months  after  stopping  Amicar.  Autopsy  fail- 
ed to  show  any  gastrointestinal  lesion  which 
might  have  bled.  The  minimal  esophageal  vari- 
ces shown  by  barium  swallow  could  not  be 
demonstrated  at  post-mortem  examination.  Un- 
fortunately, the  pathologist  failed  to  examine 
the  spinal  cord. 

When  I turned  to  reading  the  literature,  I 
found  the  idea  was  not  a new  one. 

Other  investigators  have  used  EACA  in  treat- 
ment of  chronic  or  recurrent  gastrointestinal 
bleeding  due  to  ulcerative  colitis.  Nilsson,  An- 
derson, and  Bjorkman1  in  1966  gave  Amicar  4 
grams  every  4-5  hours  to  7 patients  with  ulcera- 
tive colitis  and  all  7 had  control  of  bleeding,  but 
side  effects  made  it  impossible  to  continue  treat- 
ment. Salter  and  Read2  in  1970  gave  EACA  6 
grams  four  times  a day  for  7 days  to  11  ulcerative 


colitis  patients.  Six  out  of  11  stopped  bleeding 
and  two  were  improved.  Neither  group  was  able 
to  demonstrate  intravascular  fibrinolysis  in  their 
patients.  Kwaan  and  co-workers3  demonstrated 
increased  plasminogen  activator  in  rectal  biop- 
sies of  patients  with  ulcerative  colitis,  thus  pro- 
viding a rationale  for  use  of  Amicar  in  ulcerative 
colitis. 

Mowat,  et  al,4  in  a double-blind  cross-over 
trial  of  EACA  in  a dose  of  24  grams  per  day 
given  to  13  patients  with  ulcerative  colitis  were 
unable  to  demonstrate  any  significant  reduction 
in  blood  loss  by  EACA. 

Toskes,  et  al,5  in  1970  studied  eleven  patients 
with  recurrent  idiopathic  gastrointestinal  bleed- 
ing and  found  evidence  of  increased  plasma 
fibrinolytic  activity  in  six  but  apparently  did  not 
administer  EACA  to  stop  the  bleeding. 

Cox  and  co-workers6  in  1967  demonstrated  in- 
creased fibrinolytic  activity  in  gastric  vein  blood 
of  eleven  out  of  thirteen  patients  with  peptic 
ulcers  of  the  duodenum.  They  also  found  lytic 
activity  in  some  specimens  of  gastric  mucosa. 
They  recommended  use  of  anti-fibrinolytic  drugs 
in  treatment  of  peptic  ulcer  hemorrhage  but 
did  not  report  any  cases  so  treated. 

In  summary,  a new  test  has  been  devised  for 
demonstrating  fecal  fibrinolysis.  Use  of  this  test 
has  helped  to  delineate  a group  of  patients  with 
chronic  or  recurrent  gastrointestinal  bleeding 
who  have  stopped  bleeding,  at  least  temporarily, 
on  treatment  with  intravenous  or  oral  Amicar 
when  all  other  attempts  to  control  the  bleeding 
have  been  unsuccessful.  If  oral  EACA  converts 
the  fecal  fibrinolysis  test  to  negative,  the  bleed- 
ing usually  stops.  If  the  test  remains  positive, 
the  bleeding  may  continue  or  reoccur.  Although 
several  of  these  cases  have  had  a dramatic  cessa- 
tion of  bleeding,  a controlled  double  blind  study 
using  a placebo  versus  Amicar  is  probably  de- 
sirable to  prove  the  efficacy  of  this  form  of  treat- 
ment in  patients  with  a positive  fecal  fibrinolysis 
test. 
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ABSTRACT 

The  discovery  of  the  Australia  antigen  (hepa- 
titis B antigen  - HBsAg)  and  its  subsequent  as- 
sociation with  type  B viral  hepatitis  has  pro- 
vided an  immunologic  marker  permitting  detail- 
ed epidemiologic  and  clinical  investigation  of  a 
serious  infectious  disease.  Utilizing  the  highly 
sensitive  radioimmunoassay  for  detecton  of  both 
HB.Ag  and  homologous  serum  antibody  (anti- 
HB,),  we  have  found  an  overall  prevalence  of  1% 
HB.Ag  and  13%  anti-HBs  in  various  study  popu- 
lations from  metropolitan  Phoenix.  Distribution 
of  anti-HBs  by  age  revealed  that  little  antibody 
was  acquired  before  15  years  of  age,  a steady 
increase  in  antibody  acquisition  occurred  be- 
tween ages  20  and  60,  with  no  increase  there- 
after. Only  12%  of  healthy  seropositive  ( HBsAg 
or  anti-HBs)  individuals  could  recall  an  episode 
of  illness  suggesting  viral  hepatitis.  Serologic 
evidence  of  previous  infection  was  most  common 
in  individuals  of  low  socioeconomic  status  (by 
the  Hollingshead  Index).  A lower  prevalence 
of  anti-HBs  was  detected  in  Nogales  (9%)  and 
still  lower  in  Douglas  (3%),  Arizona,  empha- 
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sizing  the  urban  endemicity  of  hepatitis  B. 

From  this  data  it  is  apparent  that  infection 
by  the  hepatitis  B virus  is  able  to  induce  a broad 
spectrum  of  disease  manifestations:  overt  or  sub- 
clinical  hepatitis,  each  with  subsequent  develop- 
ment of  either  chronic  antigenemia  or  immune 
status  with  antibody. 

Management  of  the  asymptomatic  HBsAg-posi- 
tive  individual  begins  with  a determination  of 
serum  transaminase.  If  this  is  normal,  further 
diagnostic  tests  are  not  indicated;  if  transamin- 
ase abnormalities  persist  beyond  six  months,  par- 
ticularly with  no  evidence  for  gradual  return 
toward  normality,  liver  biopsy  should  be  per- 
formed to  differentiate  benign  persistent  hepa- 
titis from  the  more  serious  chronic  active  (ag- 
gressive) hepatitis  (in  which  steroid  therapy 
has  been  shown  to  have  an  early  lifesaving  ef- 
fect). Minimal  public  health  recommendations 
for  HB>Ag  carriers  should  include  advice  of  the 
inherent  dangers  in  such  practices  as  blood 
donation,  shared  razors,  toothbrushes,  and  fin- 
gernail files,  and  of  the  necessity  of  such  indi- 
viduals to  inform  persons  who  might  have  con- 
tact with  their  blood  of  its  potential  infectivity. 
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BACKGROUND  AND  TERMINOLOGY 

“After  a long  and  arid  period  a new  and  ex- 
hilarating phase  in  the  study  of  hepatitis  has 
lately  begun.  The  discovery  of  the  Australia  anti- 
gen came  like  an  unexpected  shower  on  desert 
soil."1  Detected  by  accident  in  1963  by  Blumberg 
and  associates,2  its  subsequent  intensive  study 
has  led  to  important  observations  that  have  wide- 
spread clinical,  theoretical,  and  even  legal  im- 
plications. 

Two  major  discoveries  in  1967  and  1968  al- 
tered the  course  of  research  on  the  newly  de- 
scribed antigen  and  caused  interest  in  it  to  sky- 
rocket. The  first  was  the  recognition  that  the 
antigen  was  closely  associated  with  viral  hepa- 
titis ( and  this  might  explain  its  presence  in  other 
disease  states,  such  as  Down’s  syndrome  and 
leukemia).3, 4 The  second  was  the  finding  that 
virus-like  particles  could  be  isolated  from  anti- 
gen-positive sera.5  Further  studies6’ 7 documented 
that  hepatitis  often  followed  the  transfusion  of 
antigen-positive  blood,  further  cementing  the 
etiologic  association  between  this  agent  and  hep- 
atitis. It  is  now  relatively  certain  that  one  of  the 
morphologic  forms  of  the  antigen  is  in  fact  the 
hepatitis  B virus. 

One  result  of  this  flurry  of  research  activity 
has  been  the  use  of  numerous  synonyms  to  de- 
scribe the  same  antigen  (Table  1).  The  currently 
accepted  terminology  for  the  antigen  is  hepa- 

TABLE  1. 

Terminology  of  the  Antigen  Associated  with 
Hepatitis  B 

Synonyms: 

Australia  antigen 
SH  antigen 
Au(l)  antigen 
Hepatitis  antigen 
Hepatitis-associated  antigen 
Currently  accepted  terminology: 

Antigen: 

Hepatitis  B antigen  (HBsAg) 

Antibody: 

Hepatitis  B antibody  (anti-HBs) 

titis  B antigen  (abbreviated  HBWg)  and  for  the 
corresponding  antibody,  hepatitis  B antibody 
( abbreviated  anti-HBs ) . 

A similar  multiplicity  of  terms  have  been  used 
to  describe  the  associated  disease  state  now  des- 
ignated as  viral  hepatitis,  type  B (Table  2).  Al- 
though some  of  these  synonyms  have  been  listed 
primarily  for  historical  interest,  most  physicians 
will  undoubtedly  recognize  the  terms  “homolo- 
gous serum  jaundice,”  long-incubation  hepatitis,” 
and  “serum  hepatitis”  to  denote  clinically-appar- 
ent  type  B hepatitis. 


TABLE  2. 

Synonyms  for  Viral  Hepatitis,  Type  B 

Arsenotherapy  hepatitis 
Au(l)— hepatitis 
Au/Sfl  hepatitis 
Australia  antigen  hepatitis 
B-SH  hepatitis 
Hepatitis  B (H.B.) 

Hippy  hepatitis 

Homologous  serum  hepatitis  (virus  B) 
Homologous  serum  jaundice  (HSJ) 

Inoculation  hepatitis 
Long-incubation  hepatitis 
MS-2  hepatitis 
Parenteral  hepatitis 
Post-arsphenamine  jaundice 
Post-transfusion  hepatitis 
Post-vaccinal  jaundice 
Salvarsan  jaundice 
Serum  (MS-2)  hepatitis 
Serum  hepatitis  (SH) 

Serum  jaundice 
Syringe  jaundice 
Syringe-transmitted  hepatitis 
Tattoo  jaundice 

Transfusion-associated  hepatitis 
Transfusion  hepatitis 
Viral  hepatitis  type  B 
Yellow  fever  vaccine  hepatitis 


CLINICAL  ASSOCIATIONS  OF  HB.Ag 

Aside  from  the  most  obvious  relationship,  that 
with  acute  long-incubation  hepatitis  (see  below), 
association  of  the  antigen  with  other  clinical  en- 
tities (Table  3)  has  led  to  considerably  discor- 
dant medical  literature: 

TABLE  3. 

Clinical  Associations  of  HBsAg 
Acute  viral  hepatitis 
“Serum”  hepatitis 
Sporadic  non-specific  hepatitis 
Chronic  liver  disease 

Chronic  active  hepatitis 
Postnecrotic  cirrhosis 
Plepatoma 

Persistent  PIBsAg  due  to  immunologic  impairment  (?) 
Leukemias  and  lymphomas 
Down’s  syndrome 
Benal  dialysis  and  transplantation 
Lepromatous  leprosy 
Other  diseases 

Neonatal  hepatitis 
Polyarteritis  nodosa 
Asymptomatic  carriers 


Chronic  Liver  Disease 

Chronic  active  hepatitis.  Because  this  descrip- 
tive term  encompasses  a clinicopathologic  spec- 
trum of  disorders  which  merge  into  acute  hepa- 
titis on  the  one  extreme  to  postnecrotic  cirrhosis 
on  the  other,  association  of  the  antigen  with  this 
disease  state  has  been  highly  variable.  While  the 
overall  antigen  prevalence  has  been  reported  at 
10-30%, 8’ 9 it  may  in  fact  be  considerably  higher 
since  antigenemia  can  wax  and  wane  with  dis- 
ease activity10  and  results  of  prospective  studies 
employing  highly  sensitive  serologic  techniques 
are  as  yet  unavailable. 
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Postnecrotic  cirrhosis.  The  etiology  of  post- 
necrotic cirrhosis  is  unknown  except  for  rare 
cases  that  follow  chronic  aggressive  hepatitis  or 
insult  from  hcpatotoxic  agents.  Although  sub- 
clinical  anicteric  hepatitis  could  be  the  major 
underlying  etiology,  available  data  indicate  that 
HB,Ag  is  rarely  present  in  cases  of  inactive  post- 
necrotic cirrhosis.10, 11  The  antigen  may,  how- 
ever, be  more  frequently  associated  with  a his- 
tologic variant  of  acute  viral  hepatitis,  that  of 
subacute  hepatic  necrosis,  which  frequently  prog- 
resses to  postnecrotic  cirrhosis.12 

Hepatoma.  In  this  country,  no  association  be- 
tween HBsAg  and  hepatoma  has  been  demon- 
strated.13 In  Africa  and  Greece,  however,  antigen 
rates  of  30  to  40%  have  been  reported  from  hepa- 
toma patients,14, 15  suggesting  that  the  antigen 
may  play  a synergistic  role  in  the  etiology  of 
hepatoma  in  areas  where  endemic  antigenemia 
occurs. 

It  should  be  noted  that  HBsAg  is  clearly  not 
associated  with  Laennec’s  cirrhosis  or  hepatitis 
due  to  infectious  mononucleosis  or  halothane 
anesthesia,  implying  that  its  presence  is  not  mere- 
ly a non-specific  indicator  of  liver  damage. 
Diseases  with  Possible  Immunologic 
Impairment 

Unlike  the  situation  in  acute  viral  hepatitis, 
antigenemia  in  these  disorders  tends  to  persist 
and  may  or  may  not  be  associated  with  active 
liver  disease.  While  altered  immunocompetence 
could  be  responsible  for  the  antigen-carrier  rates, 
other  diseases  in  which  impaired  immune  mech- 
anisms have  been  more  clearly  established  are 
not  as  yet  associated  with  this  tendency  toward 
persistent  antigenemia. 

Leukemias  and  lymphomas.  The  presence  of 
HBsAg  in  these  disorders  ranges  from  5 to  10%, 16 
although  the  true  prevalence  is  likely  higher, 
again  due  to  insensitive  testing  techniques  and 
sporadic  sampling.  Patients  with  leukemia  prob- 
ably acquire  HBsAg  through  blood  transfusions, 
since  antigenemia  is  relatively  uncommon  in 
those  who  have  not  been  transfused.  Further- 
more, evidence  of  active  liver  disease  in  those 
carriers  is  difficult  to  assess  because  leukemic  in- 
filtration could  mask  low-grade  hepatic  inflam- 
mation. 

Down’s  syndrome  (mongolism).  Approximate- 
ly 30%  of  institutionalized  patients  have  detect- 
able antigenemia.3  Interestingly,  non-institution- 
alized  mongols  do  not  differ  significantly  from 
the  general  population  in  antigen  prevalence.17 


Because  blood  transfusion  is  rare  in  these  indi- 
viduals, disease  dissemination  within  this  set- 
ting appears  to  be  highly  efficient  and  may  in- 
volve fecal-oral  transmission. 

Renal  dialysis  and  transplantation.  Hemodia- 
lysis-associated hepatitis  B has  become  a well- 
recognized  major  complication  of  therapy  for 
chronic  renal  insufficiency.18,  10  One  recent  study20 
has  demonstrated  that  more  than  one-third  of 
both  patients  and  staff  of  centers  without  prior 
hepatitis  outbreaks  gave  serologic  evidence  of 
exposure  to  the  infectious  agent.  Hepatitis  B in- 
fection in  patients  tends  to  be  mild  and  pro- 
longed, often  associated  with  persistent  anti- 
genemia, whereas  staff  have  a more  clinically- 
classic  acute  hepatitis  with  transient  antigene- 
mia.18 

Lepromatous  leprosy.  The  association  between 
HBsAg  and  lepromatous  leprosy  likely  relates  to 
the  impaired  delayed  hypersensitivity  in  this  dis- 
order, as  compared  to  tuberculoid  leprosy,  in 
which  antigen  carriage  is  not  an  associated  find- 
ing.21 

Other  Possible  Disease  Associations 

Neonatal  hepatitis.  The  association  of  HBsAg 
with  this  disorder  apparently  relates  to  ma- 
ternal antigenemia  in  the  presence  of  active 
illness  only  during  the  last  trimester  of  preg- 
nancy. Most  infected  (presumably  during  the 
birth  process)  babies  have  subclinieal  hepatitis, 
with  antigenemia  that  may  persist  indefinitely.22 

Polyarteritis  nodosa.  At  least  two  studies23, 24 
have  documented  the  presence  of  hepatitis  B 
antigen  in  this  disease.  The  possibility  of  an 
HBAg  association  with  other  autoimmune  or 
hypersensitivity  states  is  intriguing  although  as 
yet  unproved. 

Asymptomatic  Carriers 

HBsAg  appears  to  be  rare  in  the  United  States 
(up  to  0.5%)25  although  in  certain  tropical  areas 
it  may  be  detected  in  up  to  20%  of  the  popula- 
tion.21 

Viral  Hepatitis 

Of  greatest  importance  is  the  association  of  the 
antigen  with  viral  hepatitis  type  B.  While  most 
epidemiologieally-distinet  hepatitis  B illness  is 
associated  with  antigenemia,  its  absence  does  not 
preclude  the  diagnosis  of  this  disease.  For  one 
reason,  antigenemia  is  usually  transient  during 
acute  type  B illness,  occasionally  being  detect- 
able for  a day  or  less.20  It  normally  appears  dur- 
ing the  incubation  period  of  the  disease,  pre- 
ceding clinical  or  biochemical  evidence  of  hepa- 
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titis  by  an  average  of  four  weeks.  Antigen  usu- 
ally persists  during  early  symptomatic  illness  but 
tends  to  disappear  before  liver  function  returns 
to  normal.27  Because  the  timing  or  persistence 
of  antigenemia  does  not  correlate  with  severity 
of  illness,  the  number  and  timing  of  samples  col- 
lected will  often  determine  whether  antigen  will 
be  detected.  Sensitivity  of  the  assay  technique 
will  also  affect  the  detection  rate.  While  counter- 
electrophoresis (CEP)  will  identify  most  anti- 
gen-positive illness,  the  more  sensitive  serologic 
technique  of  radioimmunoassay  (RIA)  will  result 
in  increased  frequency  of  diagnosis. 

While  these  factors  may  explain  the  absence 
of  HBWg  in  epidemiologically-compatible  long- 
incubation  illness,  it  is  important  to  stress  that  no 
longer  is  it  possible  to  exclude  a diagnosis  of 
hepatitis  B solely  on  the  basis  of  a negative  his- 
tory of  obvious  parenteral  exposure  (Krugman’s 
Willowbrook  studies28  have  suggested  that  oral 
transmission  of  hepatitis  B may  be  a distinct  epi- 
demiologic possibility). 

Furthermore,  evidence  for  a variety  of  poten- 
tial modes  of  spread  is  rapidly  accumulating.  In 
addition  to  blood  transfusion  these  may  include 
accidental  and  unperceived  percutaneous  expo- 
sures (common  in  hospital  settings):  tattooing, 
ear-piercing,  and  acupuncture;  sharing  of  razors, 
nail  files,  or  toothbrushes;  environmental  trans- 
fer of  virus  through  contamination  with  infec- 
tive blood  (i.e.,  hematemesis,  epistaxis,  melena, 
etc. ) ; oral-transmission  through  exchange  of  sal- 
iva, large  droplet  transfer,  or  accidental  inges- 
tion of  small  quantities  of  infective  blood;  trans- 
mission by  insect  vectors;  and  Veneral  transmis- 
sion. 

EPIDEMIOLOGY  OF  HEPATITIS  B 
IN  ARIZONA 

The  importance  of  the  above  methods  of  dis- 
ease transmission  becomes  more  evident  when 
one  examines  the  serologic  prevalence  of  expo- 
sure to  the  type  B virus  within  the  state  of 
Arizona. 

Utilizing  the  highly  sensitive  radioimmuno- 
assay for  detection  of  both  HBsAg  and  anti- 
HBs,  we  found  an  overall  prevalence  of  1%  anti- 
gen and  13%  antibody  in  various  study  popula- 
tions from  the  metropolitan  Phoenix  area  (Table 
4 ) . A lower  prevalence  of  antibody  was  detected 
in  Nogales  and  still  lower  in  Douglas,  Arizona, 
emphasizing  the  urban  localization  of  hepatitis 
B.  The  relatively  high  anti-HB-  prevalence  in 
Nogales  is  likely  a reflection  of  the  predomin- 


antly indigent  patient  population  served  by  the 
health  clinic. 

TABLE  4. 

Prevalence  ot  HB„Ag  and  Anti-IIB,  Among 
Healthy  Individuals  bv  Population  Area 

No.  Tested  % IIBsAg  Anti-HBS 

Phoenix 


Hospital  employees 

588 

1 

13 

City  govt,  employees 

75 

0 

15 

Commercial  blood  donors  100 

1 

13 

All 

763 

1 

13 

Nogales 

Health  clinic  patients 

111 

1 

9 

Douglas 

Nursing  students 

33 

— 

3 

Distribution  of  antibody  by  age  reveals  that 
little  antibody  is  acquired  before  15  years  of 
age,  a steady  increase  in  antibody  acquisition 
occurs  between  ages  20  and  60,  with  no  increase 
thereafter.  The  antibody  acquisition  curve  dif- 
fers from  that  of  most  fecal-orally  transmitted 
viral  diseases,  suggesting  that  the  virus  of  hepa- 
titis B is  endemic  within  this  urban  population 
and  is  spread,  in  part,  by  inapparent  parenteral 
means. 

We  have  also  noted  that  serologic  evidence  of 
infection  varies  inversely  with  the  socioeconomic 
level  of  the  individual  sampled  (Table  5).  The 
Hollingshead  Index  is  derived  from  educational 

TABLE  5. 

Prevalence  of  Seropositivity  (IIBsAg  or  Anti-HBS) 
by  Socioeconomic  Status 


Hollingsbead  Index 

No.  Tested 

% Positive 

1-2 

43 

5 

3 

45 

10 

4 

103 

14 

5 

81 

19 

All 

272 

13 

level  completed  and  category  of  occupation,  with 
low  Index  numbers  indicating  high  socioecon- 
omic levels.  The  finding  of  socioeconomic  strati- 
fication of  hepatitis  B exposure  may  relate,  in 
part,  to  the  more  crowded  living  conditions,  pos- 
sibly less  efficient  sanitation,  and  presumably 
more  widespread  parenteral  drug  abuse  found 
in  lower  socioeconomic  areas. 

Of  105  seropositive,  asymptomatic  individuals 
detected  from  metropolitan  Phoenix,  only  12% 
could  supply  a history  of  previous  hepatitis  in- 
fection. This  finding  suggests  that  subclinical  in- 
fection predominates  within  the  disease  spec- 
trum for  type  B hepatitis. 

From  this  data  it  is  apparent  that  infection  by 
the  hepatitis  B virus  is  able  to  induce  a broad 
spectrum  of  disease  manifestations:  overt  or 
subclinical  hepatitis,  each  with  subsequent  de- 
velopment of  either  chronic  antigenemia  or  im- 
mune status  with  antibody. 


ARIZONA  MEDICINE  261 


MANAGEMENT  OF  THE  HBJVg- 
POSITIVE  INDIVIDUAL 

Because  of  the  sizable  number  of  antigen-posi- 
tive individuals  in  this  country,  guidelines  for 
their  suggested  management  have  been  recently 
proposed.25  Since  false-positive  reactions  can  oc- 
cur with  existing  test  methods,29  the  demonstra- 
tion of  HBsAg  necessitates  repeat  testing  and 
confirmation  of  the  specificity  of  the  reaction. 
If  a positive  test  is  confirmed,  management  of 
the  HB  Ag-positive  patient  begins  with  a serum 
transaminase  determination.  If  this  is  normal, 
further  diagnostic  tests  are  not  indicated.  In  one 
study  of  asymptomatic  IIlTAg  carriers  in  New 
York  City,  only  12%  had  SGPT  values  in  a clear- 
ly abnormal  range.30  Thus,  the  vast  majority  of 
HB. Ag-positive  patients  will  likely  have  no  enzy- 
matic evidence  of  active  hepatic  disease. 

The  patient  with  an  epidemiologic  or  clinical 
history  suggesting  recent,  anicteric,  acute  hepa- 
titis can  be  treated  by  moderate  limitation  of  ac- 
tivity, reassurance  and  advice  to  minimize  in- 
fection of  others.  Contacts  should  also  be  check- 
ed for  HBsAg.  If  transaminase  abnormalities 
persist  beyond  six  months,  particularly  when 
there  is  no  evidence  for  a return  toward  normal- 
ity, liver  biopsy  is  indicated.  The  importance  of 
this  procedure  is  to  differentiate  benign  persis- 
tent hepatitis  from  the  more  serious  chronic  ac- 
tive (aggressive)  hepatitis,  in  which  three  con- 
trolled studies31"33  have  recently  shown  an  early 
lifesaving  effect  from  steroid  therapy.  In  the 
absence  of  a history  of  recent  acute  viral  hepa- 
titis, an  HB, Ag-positive  individual  with  trans- 
aminase abnormalities  persisting  beyond  six 
months  also  merits  liver  biopsy  for  the  same 
reasons. 

Minimal  public  health  recommendations  for 
HB, Ag-positive  individuals  should  include  ad- 
vice of  the  inherent  dangers  in  such  practices  as 
blood  donation,  shared  razors,  toothbrushes,  and 
fingernail  files,  and  of  the  necessity  of  such  in- 
dividuals to  inform  persons  who  might  have  con- 
tact with  their  blood  of  its  potential  infectivity. 
Because  transmission  of  hepatitis  B distinct  from 
that  linked  to  direct  contact  with  HB, Ag-posi- 
tive blood  has  been  shown  to  be  relatively  in- 
efficient, the  importance  of  minimizing  the  emo- 
tional impact  for  those  HB,Ag-positive  patients 
and  their  personal  contacts  is  of  utmost  concern. 
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POSTTRANSFUSION  VIRAL  HEPATITIS  (PTVH):  MYTHS  AND  FACTS 


John  B.  Alsever,  M.D. 

Peter  V.  Van  Schoonhoven,  M.D. 

Conversion  of  the  blood  donor  source  from 
bank  recruited  repeat  paid  donors  to  volunteers 
has  coincided  with  an  increased  incidence  of 
posttransfusion  viral  hepatitis  (PTVH).  Current- 
ly there  is  no  Hepatitis  Associated  Antigen 
(HAA)  testing  procedure  to  eliminate  all  blood 
donors  capable  of  transmitting  hepatitis.  At 
least  four  (4)  viral  agents,  other  than  HBV 
(Hepatitis  B virus  or  serum  hepatitis)  can  cause 
hepatitis  by  inoculation  or  by  contact.  Physi- 
cians should  be  aware  of  the  effect  of  donor 
source  on  the  incidence  of  PTVH,  the  current 
status  of  HAA  testing,  the  science  of  proper 
hemotherapy,  the  uncertainty  of  causal  diagnosis, 
and  the  possible  medicolegal  implication. 

It  is  well  recognized  that  the  most  serious  and 
frequent  posttransfusion  complication  for  both 
the  clinician  and  the  blood  center  has  been,  and 
still  is,  posttransfusion  viral  hepatitis  (PTVH). 
Its  incidence  over  the  past  ten  to  fifteen  years 
in  large  community  blood  centers  has  been  about 
1%  in  reported  retrospective  studies  of  clinically 
evident  disease1.  However,  when  one  studies 
transfused  patients  prospectively  in  the  labora- 
tory at  2-  to  4-week  intervals,  one  finds  up  to  a 
ten  times  greater  incidence  of  infection2. 

The  myths  related  to  this  problem  are:  1)  the 
high  risk  of  hepatitis  hazard  from  paid  donor 
blood  versus  the  safety  of  volunteer  blood;  2)  the 
ability  of  current  tests  to  effectively  detect  and 
eliminate  virus  carriers  in  the  donor  population; 
3)  the  stubborn  insistence  on  a seemingly  magical 
superiority  of  whole  blood  over  the  use  of  any 
of  its  components,  especially  when  blood  is  lost 
(surgery  or  trauma)  and  for  the  treatment  of 
anemia;  and  4)  the  almost  automatic  tendency  to 
relate  hepatitis  occuring  within  six  months  after 
transfusion  to  the  use  of  blood.  The  facts  will 
become  evident  in  the  discussion  that  follows. 
Community  Blood  Center  Operation:  1960-1970 

Blood  Services  is  an  integrated  system  of  not- 
for-profit,  medically  sponsored,  community  serv- 
ice blood  centers  supplying  over  800  hospitals. 
It  has  facilities  in  27  cities  in  13  states  and  pro- 
vides about  300,000  units  of  blood  and  blood 
components  per  year. 

From:  Blood  Services,  6401  E.  Thomas  Rd.,  Scottsdale,  AZ 
85252  (Dr.  Alsever  and  Dr.  Schoonhoven). 


Before  the  advent  of  an  available  test  for 
Hepatitis  B Antigen  (HBAg)  in  early  1971,  and 
prior  to  the  widespread  publicity  in  1970  and 
1971  concerning  the  high  hepatitis  risk  of  all 
paid  donors,  Blood  Services  furnished  1,925,360 
transfused  units  between  1960  and  1969.  The  in- 
cidence of  reported  PTVH  was  0.357  cases  per 
1,000  units.  This  varied  from  a low  of  0.237  cases 
in  1960  to  a high  of  0.539  cases  in  1965,  and  was 
comparable  to  that  reported  to  us  by  other  simi- 
lar, well  operated  community  blood  centers3,4. 
Table  1 shows  that  the  rate  fo  PTVH  was  not 
related  to  the  percent  of  paid  donors. 


Table  1 

Reported  Hepatitis  Incidence  in  Community 
Blood  Banks 


Bank 

Units 

Issued 

Case  Rate 
per  1,000 
Units1 

Percent 
of  Paid 
Donors 

A.  (1965-1969) 

25,372 

0.473 

14.6 

B.  (1969  Only) 

91,000 

0.451 

4.0 

C.  (1965-1969) 

133,672 

0.411 

70.0 

D.  (1968  Only) 

54,000 

0.40 

95.0 

E.  (1965-1969) 

44,115 

0.387 

66.0 

F.  (1969  Only) 

57,048 

0.368 

95.0 

G.  (1960-1969) 

1,925,360 

0,357 

61.2 

II.  (1965-1969) 

170,322 

0.205 

48.4 

I.  (1965-1969) 

100,351 

0.009 

38.0 

1 Arranged  in  order  of  decreasing  case  rate. 


Blood  Services  and  others  previously  have  de- 
pended strongly  on  a cash  payment  as  the  major 
incentive  for  bank  recruited  donors.  We  averag- 
ed about  62%  paid  donors.  The  payment  was  not 
offered  for  the  blood,  but  to  compensate  the 
donor  for  coming  to  the  blood  center  to  give  his 
blood  when  it  was  needed.  Moreover,  we  em- 
phasized strongly  to  all  donors  the  importance 
of  repeat  donations  for  the  added  safety  of  re- 
cipients, because  we  were  then  able  to  rely 
primarily  on  the  “biologically  tested"  repeat 
donor.  When  involved  in  a reported  case  of 
PTVH,  donors  were  permanently  excluded  (1) 
if  the  transfusion  was  a single  unit  or,  (2)  if  this 
was  the  second  reported  case  involving  the  use 
of  their  blood.  Otherwise,  they  could  be  retained 
as  active  donors  only  after  a personal  reinterview 
confirmed  a negative  past  history  regarding  viral 
hepatitis  and  there  were  at  least  2 other  dona- 
tions of  record  with  us,  between  18  months  prior 
and  up  to  6 months  after  the  unit  in  question, 
which  we  could  verify  by  receiving  a written 
report  from  each  recipient’s  physician  that  this 
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individual  had  remained  free  from  viral  hepatitis 
for  six  months5.  The  system  worked,  as  is  evi- 
denced by  a relatively  steady  reported  PTVH 
rate  over  the  years  and  the  fact  that  two  studies 
(1960  and  196S)  showed  that  “new”  donors  were 
involved  in  about  70%  of  eases,  although  they 
were  only  about  6%  of  the  donor  population 
furnishing  our  blood  needs6.  Table  2 shows  this 
data  and  indicates  that,  while  paid  and  volunteer 

Table  2 

New  Donors  and  PTVH 
1960  and 


1968 

Studies 

1972-1973 

Study 

P Value 

Cases  PTVH 

Reviewed1 
Percent  Cases  with 

108 

102 

>1.0 

New  Donors 

69.4% 

72.6% 

Total  Donors 
Percent  Volunteer 

408,165 

437,769 

0.0006 

Donors 

38.8% 

48.8% 

Percent  New 
Percent  New 

35.2% 

36.3% 

0.006 

Volunteers 

37.8% 

52.7% 

1 Onlv  cases  with 

complete  donor  investigation 

in  eluded. 

Case  totals:  70  (1960), 

38  (1968),  49 

(1972)  and  53 

(1973). 

donors  were  involved  in  proportion  to  their 
numbers,  a majority  of  the  “new”  donors  were 
volunteer.  Further,  as  we  began  to  change  to  a 
100%  volunteer  program  in  mid-1972,  volunteers 
were  involved  to  an  extent  greater  than  their 
proportionate  numbers. 

Detection  of  Donor  Carriers  — Diagnosis  of 
of  PTVH:  Post  1970 

Much  has  been  learned  about  viral  hepatitis 
in  the  past  4 to  5 years7.  A partially  effective  test 
for  IIBAg  has  become  available.  The  causative 
agent  has  probably  been  identified  by  ultra- 
microscopy  but  not  yet  by  tissue  culture.  How- 
ever, current  knowledge  has  made  the  problem 
most  complex  because  there  are  four  potential 
etiologic  agents,  all  of  which  are  spread  through 
various  types  of  contact  as  well  as  by  inocula- 
tion". Viral  hepatitis  can  also  be  caused  by  the 
Hepatitis  A (HA)  virus  (infectious),  Epstein-Barr 
virus  (infectious  mononucleosis),  and  Cytomeg- 
alovirus9. One  can  not  differentiate  diagnostical- 
ly by  symptoms,  physical  examination,  or  by 
routine  laboratory  studies.  Only  by  identifing 
the  source  and  type  of  the  disease-causing  agent, 
a difficult  laboratry  task,  can  positive  diagnosis 
be  made.  Careful  evaluation,  and  the  utmost 
caution  and  judgment  are  needed  in  arriving  at 
a diagnosis  more  specific  than  “viral  hepatitis, 
etiology  unknown.”  It  is  worth  emphasizing  that 
the  physician  should  be  reasonably  certain  medi- 
cally if  he  is  to  testify  as  to  etiology  in  a lawsuit. 
The  recent  upsurge  of  interest  in  PTVH  has 


been  reflected  in  an  increased  number  of  law- 
suits. Too  many  times  a specific  diagnosis  has 
been  made  on  what  can  be  characterized  as  a 
“2— )—2=4”  basis  when  the  use  of  blood  was  in- 
volved. Arizona  and  many  other  states10  have 
adopted  protective  legislation  eliminating  im- 
plied warranty  and  strict  liability  without  fault 
in  these  cases,  thus  requiring  proof  of  negli- 
gence. Some  current  legal  actions  against  Blood 
Services  are  challenging  the  constitutionality  of 
this  protective  legislation,  but  courts  usually  will 
not  overturn  such  legislation11. 

Between  1968  and  1970,  research  indicated  the 
possibility  of  detecting  potential  donor  carriers 
of  the  Hepatitis  B (HB)  virus12.  By  then  several 
manufacturers  in  the  field  were  actively  working 
to  produce  a practical,  marketable  test  kit.  In  the 
summer  of  1970,  the  Division  of  Biologies  Stand- 
ards declared  such  test  kits  involved  biologic 
products  subject  to  licensure  prior  to  distribu- 
tion13. The  counterelectrophoresis  (CEP)  test 
method  was  licensed  and  became  available  in 
the  late  spring  of  197114;  Blood  Services  institut- 
ed such  testing  as  a routine  procedure  during 
late  February  and  early  March,  1971  with  re- 
agents furnished  under  Investigational  New 
Drug  Applications.  CEP  sensitivity  has  improv- 
ed somewhat  in  1973  and  the  specificity  is  gen- 
erallv  good.  However,  only  about  25%  of  HB 
virus  carriers  are  detected. 

Results  in  Blood  Services’  system  during  fiscal 
1972  and  1973  are  shown  in  Table  3.  Note  that 
the  rate  has  risen  with  the  increasing  numbers  of 


Table  3 

Reactive  IIBAg  Donors 

19721  1973' 

Total  Donors  284,525  293,662 

Number  Reactive  481  621 

Percent  Reactive  0.17%  0.21% 

New  Donors  87%  90% 

Repeat  Donors  (2  x or  more)  11%  10% 

1 Fiscal  year'  October  1 through  September  30. 


new  volunteers  and  that  87  and  90%  of  the  posi- 
tive reactors  are  new  donors.  There  is  little 
doubt,  therefore,  that  we  are  indeed  preventing 
a considerable  amount  of  exposure  to  HBAg. 
The  demographic  variation  in  the  occurrence  of 
positive  tests  is  most  interesting  but  poorly  und- 
erstood at  this  time.  It  is  being  further  studied 
jointly  with  the  Phoenix  Laboratory  of  the  Cen- 
ter for  Disease  Control.  Table  4 shows  no  posi- 
tive donors  in  smaller  cities,  in  north  central 
locations  and  at  higher  elevations,  and  an  in- 
crease in  larger  cities,  in  the  Gulf  Coast  area, 
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Table  4 

Demographic  Distribution  of  HBAg 
October  1972  through  September  1973 

% Positive  % Positive 

Fargo,  N.D.  0.00  Harlingen,  Tex.  0.15 

Minot,  N.D.  0.00  Chicago,  111.  0.20 

Billings,  Mont.  0.03  Texarkana,  Tex.  0.23 

Reno,  Nev.  0.06  San  Angelo,  Tex.  0.24 

Albuquerque,  N.M.  0.07  Houston,  Tex.  0.25 

Fort  Smith,  Ark.  0.07  Las  Vegas,  Nev.  0.26 

Rapid  City,  S.D.  0.08  Phoenix,  AZ.  0.28 

Cheyenne,  Wyo.  0.08  San  Antonio,  Tex.  0.33 

Meridian,  Miss.  0.11  LaFayette,  La.  0.36 

Lubbock,  Tex.  0.14  New  Orleans,  La.  0.89 

El  Paso,  Tex.  0.15 


and  at  lower  elevations.  The  high  is  0.9%  in  New 
Orleans. 

A more  recent  development  is  the  Radioim- 
munoassay (RIA)  test.  This  is  the  most  sensitive 
diagnostic  test  available  today.  The  AUSRIA 
(Abbott)*  test  for  HBAg  has  been  on  the  market 
since  June,  197215,  but  has  had  specificity  prob- 
lems, takes  24  hours  to  complete  and  is  costly. 
Current  studies  indicate  about  50%  false  positive 
results,  not  due  to  poor  test  technique16.  Abbott 
Laboratories,  currently  the  only  licensed  sup- 
plier, uses  guinea  pig  reagents,  resulting  in  many 
“crossover”  false  positive  reactions.  Abbott  re- 
cognizes the  problem  and  has  been  working  with 
some  success  to  eliminate  the  casues  of  false  posi- 
tive reactions.  Currently,  they  anticipate  a modi- 
fied, acceptably  accurate  test  kit  to  be  available 
by  late  1973.  If  successful,  it  could  definitely  im- 
prove our  ability  to  detect  true  HBAg  carriers17. 
However,  justification  for  its  routine  use  in 
screening  blood  donors  is  now  being  seriously 
questioned18,19,  based  on  the  observation  that 
CEP  negative-RIA  positive  blood  often  is  not 
infective  and  that  RIA  negative  blood  does  cause 
Hepatitis  B. 

Paid  and  Volunteer  Donors 

Throughout  1970  and  1971  there  was  wide- 
spread and  often  emotional  “propaganda”  type 
publicity  of  all  kinds  in  lay  and  medical  media, 
based  chiefly  on  Dr.  Garrett  Allen’s  work  in  the 
late  50’s.  He  studied  the  incidence  of  serum 
hepatitis  following  the  use  of  prison  donor  blood 
versus  replacement  donor  blood.211  He  found  the 
risk  10  to  12  times  greater  with  prison  donor 
blood.  This  conclusion,  with  some  confirming 
studies,  was  rapidly  extended  to  all  commercial 
blood  suppliers  (usually  located  to  attract  poor 
or  skid  row  donors,  a population  group  more 
likely  to  be  in  poor  health,  including  many  alco- 
holics and  drug  addicts.  Subsequently,  and  with- 
out adequate  studies,  the  “high  risk”  label  was 
applied  equally  to  any  and  all  paid  donors,  re- 


gardless of  source,  method  of  recruitment,  or 
the  donor  group’s  life  style. 

As  stated.  Blood  Services  has  traditionally 
used  donor  payment  as  an  incentive  to  give 
blood,  but  has  always  recruited  from  a broad 
community  base  and  has  concentrated  on  repeat 
donations.  Repeat  donors  had  consistently  pro- 
vided over  90%  of  our  blood,  with  additional 
needs  coming  from  new  recruits  to  maintain  an 
adequate  donor  pool.4  Public  pressure,  based  on 
the  media  equating  high  hepatitis  risk  with  any 
paid  donor,  forced  us  in  June,  1972  to  change 
and  strive  toward  a 100%  volunteer  community 
donor  program. 

What  we  have  observed  as  the  conversion 


Table  5 

Reported  PTVH  1988  to  1972 


Fiscal  Year 

Units 

PTVH 

Cases  per 

(10/1-9/30) 

Used 

Reported 

1,000  Units 

1968 

232,046 

73 

0.315 

1969 

237,366 

88 

0.371 

1970(a) 

251,804 

134 

0.532 

1971  (a,  b) 

272,106 

190 

0.698 

1972  (b) 

290,761 

161 

0.554 

a)  Period  of  intense  publicity  concerning  hepatitis  and  danger- 


ous donors. 

b)  Routine  HAA  testing  since  March,  1971. 

from  1969  through  1971  and  an  increasing  rate 
of  PTVH.  Publicity  lessened,  HBAg  testing  be- 
came routine  early  in  1971,  and  the  rate  began 
to  drop.  During  1972  and  1973,  the  use  of  new 
volunteers  steadily  increased,  the  test  detection 
of  carriers  improved,  but  the  rate  of  PTVH 
increased. 

The  experience  of  Blood  Services  during  the 
first  nine  months  of  1972  and  1973  is  shown  in 
Table  6.  There  is  a striking  and  significant  in- 
crease in  both  PTVH  and  the  percent  of  volun- 


Table  6 

1972-1973  PTVH  Case  Rates 

Case  Rate  per 

Percent 

1,000  Units 

Volunteer 

P Value 

1972- Jan. 

to 

June 

0.339 

34.9% 

0.0014 

1973  - Jan. 

to 

June 

0.526 

56.6% 

1972-  July 

to 

Sept. 

0.671 

46.5% 

0.0006 

1973  - July 

to 

Sept. 

0.400 

62,3% 

1972  - Jan. 

to 

Sept. 

0.454 

38.7% 

0,52 

1973  - Jan. 

to 

Sept. 

0.484 

58.6% 

proceeds  is  most  interesting  — and  indeed,  dis- 
turbing. Table  5 shows  the  PTVH  rates  from 
1968  through  1972.  The  publicity  concerning 
PTVH  resulted  in  better  physician  reporting 
teer  donors.  Comparing  the  first  six  months  of 
each  year,  both  nearly  doubled.  Conversely,  the 
last  three  months  of  the  1973  nine-month  period 
shows  a significant  reduction  in  PTVH  despite 
an  increasing  percentage  of  volunteers.  There 


ARIZONA  MEDICINE  265 


was  no  significant  difference  between  the  total 
periods  of  Jan. -Sept.  1972  and  Jan. -Sept.  1973. 

This  increase  is  confirmed  in  its  significance 
by  the  comparison  of  the  case  rates  for  the  two 
early  periods  in  the  1972-1973  study,  as  shown  in 
Table  7,  although  the  reduction  late  in  1973  is 


Table  7 

1972-1973  PTVH  Reported  Cases 


Units 

Issued 

Cases 

Case  Rate 

per 

1,000  Units 

1972 

Jan. -June 

147,407 

50 

0.339 

July-Sept. 

77,440 

52 

0.671 

1973 

Jan. -June 

153,889 

81 

0.526 

July-Sept. 

77,525 

31 

0.400 

P Value 


0.0002 

>1.0 


0.06 


borderline  in  its  significance. 

While  it  would  seem  that  the  shift  to  volun- 
teer donors  is  not  the  answer  to  decreasing  the 
PTVH  problem,  as  advertised  to  the  public,  it 
remains  true  that  the  maximum  use  of  repeat 
“biologically  tested’’  donors  is  an  effective  meas- 
ure. Since  this  was  our  situation  in  the  past  with 
paid  donors,  we  hope  and  trust  it  will  also  prove 
to  be  true  with  the  repeat  volunteer  donor. 
There  is  suggestive  evidence  that  such  a rate 
reduction  will  occur.  However,  the  risk  of  PTVH 
remains  and  we  have  not  altered  our  policies 
for  investigation  of  involved  donors  nor  our 
criteria  for  exclusion  of  those  we  can  not  clear 
by  reinterview  and  biological  evidence. 

Future  Legal  Problems 

Physicians  need  to  be  aware  of  the  indications 
for  and  the  relative  risk  of  whole  blood  and  its 
components.  An  excellent  reference  is  “Current 
Principles  of  Blood  Transfusion,”  published  by 
the  American  Medical  Association.  Plaintiffs’ 
lawyers  are  becoming  increasingly  well  informed 
in  this  area.  For  example,  Red  Blood  Cells  prob- 
ably are  indicated  as  the  product  of  choice  in  as 
many  as  80%  of  patients  needing  transfusion.21 
They  appear  to  significantly  reduce  the  risk  of 
PTVH,  as  compared  to  Whole  Blood,  based  on 
published  observations.22  Perhaps  better  evidence 
exists,  based  on  reported  observations,23' 24  for 
the  safety  of  reconstituted  Frozen/Thawed/De- 
glycerolized  Red  Blood  Cells.  The  cost  of  this 
red  cell  preparation  is  very  high.  Washing  of  red 
cells  (without  prior  freezing),  however,  may  ac- 
complish a similar  reduction  and  is  much  less 
costly  (a  Federally  funded  study  is  now  under 
way  in  Japan,  where  there  is  about  25%  PTVH). 

We  can  not  yet  eliminate  donor  carriers  of 
PTVH,  a disease  with  multiple  etiologic  agents. 


Physicians  may  expect  to  be  held  legally  liable 
for  failure  to  use  the  safest  products  available 
which  will  meet  the  patients’  needs.  Blood  sup- 
pliers may  expect  to  continue  to  be  held  legally 
liable  for  various  types  of  negligence  relating  to 
standards  of  donor  selection  and  performance  of 
tests  for  detection  of  HBAg  carriers. 

Physicians  must  use  extreme  caution  and 
judgment  in  making  a diagnosis  more  specific 
than  “viral  hepatitis,  etiology  unknown.”  It 
would  seem  unjustified,  in  the  light  of  present 
knowledge,  to  do  so  with  reasonable  medical 
certainty.  To  do  otherwise  is  a gross  disservice 
to  the  public  good,  and  places  physicians  and 
blood  centers  in  unnecessary  jeopardy  of  legal 
action.  Increased  costs  of  medical  care  may  be 
expected  when  malpractice  premiums  increase. 
Education  in  the  use  of  hemocomponents  and 
hemotherapy  is  badly  needed,  beginning  in  med- 
ical school  and  continuing  throughout  active 
practice. 

ADDENDUM 

By  letter  dated  November  9,  1973,  Abbott 
Laboratories  announced  the  Bureau  of  Biologies 
approval  of  an  important  test  modification.  In- 
cubation time  has  been  reduced  from  a total  of 
Ylxk  hours  to  3 hours  with  a change  in  incuba- 
tion temperature  from  ambient  room  to  45°  C, 
resulting  in  approximately  two-fold  increase  in 
sensitivity.  Positive  results  must  be  repeated  and 
confirmed  with  the  newly  available  “Confirma- 
tory Neutralization  Test  Kit.”  This  should  im- 
prove the  usefulness  of  this  test,  but  it  remains 
expensive  and  time-consuming  for  routine  donor 
screening,  requiring  2 to  3 days  to  detect  and 
confirm  a true  HBAg  carrier. 
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TRANSC0L0N0SC0PIC  POLYPECTOMY 

Raymond  E.  Moldow,  M.D. 

John  J McGregor,  M.D. 

Fiberoptics  were  first  employed  in  upper  gas- 
trointestinal tract  endoscopy  in  1961  and  the  first 
fiberoptic  eolonoscope  was  introduced  by  Tur- 
rell  in  1962.  The  currently  available  colonscopes, 
much  like  the  Volkswagen,  was  evolved  follow- 
ing multiple,  sequential  improvements.  There 
are  now  several  manufacturers  marketing  eolon- 
oscopes.  These  instruments  range  in  length  from 
86.5  cm  to  200  cm.  The  shorter  instruments 
are  designed  for  visualization  to  the  splenic  flex- 
ure, and  the  longer  ones  are  capable  of  visualiz- 
ing the  ileocecal  valve. 

The  eolonoscope  has  two  major  fiberoptic 
bundles.  One  bundle  transmits  light  from  an 
external  light  source;  the  other  large  bundle 
serves  for  visualization.  In  addition,  there  is  a 
suction  port,  which  also  serves  for  the  introduc- 
tion of  a biopsy  forceps  and  for  a wire  device 
for  snaring  polyps.  Lastly,  a fine  spray  of  water 
can  be  activated  to  keep  the  visualizing  bundle 
clear  of  debris.  The  tip  of  the  eolonoscope  can 
be  flexed  to  almost  180°  in  all  directions. 

The  application  of  the  eolonoscope  for  poly- 
pectomy occurred,  seemingly,  as  a natural  evo- 
lution of  the  art.  Initially,  the  procedure  was 
utilized  for  patients  who  were  poor  surgical 
risks.  Its  safety  and  utility  have  rapidly  moved 
it  into  rivalry  with  laparotomy  and  colotomv  as 
a definitive  treatment  procedure. 

From:  2530  E.  Broadway,  Tucson,  AZ  (Dr.  Moldow);  5404  E. 
Grant  Road,  Tucson,  AZ  (Dr.  McGregor). 
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Preparation  of  the  patient  for  colonoscopy  and 
polypectomy  include  placing  the  patient  on  a 
clear-liquid  diet  for  several  days  prior  to  the 
procedure,  administering  a laxative,  and  giving 
cleansing  enemas  on  the  day  of  examination.  In 
addition,  one  of  the  standard  bowel-prep  anti- 
biotics ( Kanamycin  or  Neomycin)  may  be  given 
for  2 to  3 days  prior  to  the  polypectomy. 

Pre-endoscopic  medication  is  usually  not  giv- 
en, but  patients  may  receive  either  Demerol  or 
Valium,  or  both,  intravenously  at  the  time  of  the 
procedure.  Anticholinergic  medication  of  gluca- 
gon is  sometimes  employed  when  spasm  inter- 
feres with  a thorough  examination. 

After  a grounding  plate  is  positioned  under 
the  patient,  the  colonoscope  is  passed  into  the 
rectum  with  the  patient  in  either  the  left  lateral 
recumbent  ( Simm’s  position ) or  supine.  The 
instrument  is  advanced  through  the  rectum  un- 
der direct  vision.  Usually,  passage  through  the 
sigmoid  colon  occurs  without  complete  visual- 
ization as  the  tip  slides  across  the  mucosa.  Vari- 
ous maneuvers  may  be  necessary  to  direct  the 
tip  into  the  descending  colon.  Usually  full  ex- 
amination of  the  colon  is  attempted  before  pro- 
ceeding with  polypectomy.  Experience  has 
shown  that  additional  lesions  may  be  found 
which  had  not  been  demonstrated  on  the  Barium 
Enema  examination. 

When  the  polyp  is  in  view,  the  snare  device 
is  introduced  through  the  biopsy  channel.  It 
consists  of  a wire  housed  in  a Teflon  sheath. 
After  it  is  seen  emerging  from  the  tip  of  the 
colonscope,  the  stainless  steel  wire  is  advanced 
out  of  its  Teflon  insulation.  One  end  of  the  wire 
is  advanced  while  the  other  retracted  to  form  a 
loop.  Then,  the  loop  is  brought  over  the  head  of 
the  polyp  and  snugged  down  to  the  base  of  the 
pedicle.  A blend  of  cutting-cautery  is  applied  to 
the  wire.  Transsection  is  appreciated  by  either 
a give  on  the  wire  externally  or  by  direct  visual- 
ization of  separation.  The  burn  site  is  inspected 
for  bleeding  or  obvious  perforation.  The 
polyp  is  delivered  by  approximating  the  tip  of 
the  instrument  to  the  polyp  and  after  applying 
steady  suction,  removing  the  instrument.  An 
alternate  technique  utilizes  the  biopsy  forceps 


to  extract  the  polyp.  In  a small  number  of  cases, 
the  polyp  is  lost  in  the  lumen  of  the  colon  and 
despite  repeated  searches,  is  lost. 

Perforation  and  bleeding  are  the  obvious  risks 
to  polypectomy  (Table  1).  There  are  hazards  as- 
sociated with  the  use  of  an  electrocautery  device. 


Table  1 

Risks  and  Complications  of  Colonoscopy 
with  Polypectomy 

1.  Perforation 

With  Colonscope 
With  cautery  device 

2.  Bleeding  from  base  of  polyp 

3.  Electrical  shock  from  cautery  apparatus 

4.  Explosion  within  the  bowel 

5.  Mechanical  failure 

Inability  to  sever  stalk  of  polyp 
Impaction  of  colonoscope  in  colon 


Explosions  and  electrical  shocks  may  occur. 
Most  hospitals  have  an  Engineering  Department 
that  will  be  able  to  check  the  systems  for  pos- 
sible electrical  leaks,  etc.  It  would  seem  prudent 
for  colonoscopists  to  utilize  this  technical  know- 
how before  proceeding  with  polypectomy.  Po- 
tential problems  also  include  the  possibility  of 
knotting  the  instrument  in  the  colon,  thereby 
preventing  removal  of  the  colonoscope.  Lastly, 
an  instance  of  a frustrated  colonoscopist  was  re- 
ported who  had  a palyp  snared,  but  found  that 
he  could  not  get  the  polyp  to  separate  after  ap- 
plying the  current.  This  problem  was  compound- 
ed by  the  inability  to  remove  the  snare  from  the 
polyp.  The  solution  to  this  problem  was  not 
revealed. 

Table  2 summarizes  our  small  experience  com- 


Author 

Number  of 
Procedures 

Table  2 

Number  of 
Polyps 

Morbidity 

Mortality 

Wolff  tk 
Shinya1 

270 

343 

5 

0 

Berei  et  al2 

69 

91 

i 

0 

McGregor  & 
Moldow 

46 

53 

0 

1 

pared  with  the  only  two  large  published  series 
of  polypectomy.  Through  numerous  editorials 
and  “Letters  to  the  Editor"  it  is  obvious  that 
many  centers  are  performing  polypectomies  and 
that  the  literature  over  the  next  year  will  give 
evidence  of  this  work. 

It  may  be  noted  that  in  the  two  large  series, 
no  mortality  was  incurred  which  compares  favor- 
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ably  with  the  reported  1-2%  mortality  of  surgical 
colotomy  and  polypectomy.  The  morbidity  of  1% 
in  both  large  series  again  compares  favorably 
w ith  1-20%  morbidity  reported  for  the  surgical 
approach. 

In  our  series,  we  had  no  morbidity  and  a 
single  mortality.  This  occurred  in  a 78-vear-old 
insulin-dependent  diabetic  woman,  who  had 
mild  bleeding  over  a six-hour  period  post  poly- 
pectomy. Her  hemoglobin  never  fell  below  10; 
however,  she  developed  severe  metabolic  aci- 
dosis, with  a pH  of  6.9,  and  died  within  hours 
following  surgery  to  stop  her  colonic  bleeding. 
We  do  not  disparage  the  role  of  the  polypectomy 
in  the  genesis  of  her  acidosis  and  subsequent 
demise. 

The  other  interesting  data  arising  from  the 
reported  series  is  the  high  incidence  of  malig- 
nancy in  polyps  removed.  In  the  series  shown 
this  ranges  from  4-8%.  In  Shinya’s  study  there 
were  thirteen  polyps  with  superficial  adenocar- 
cinoma and  thirteen  which  were  frankly  inva- 
sive. Only  patients  with  invasive  lesions  were 
explored  and  of  the  ten  in  which  this  carried 
out,  six  had  no  residual  tumor  and  in  four  only 
local  tumor  without  serosal  or  mesenteric  lymph 
node  involvement  was  found. 

In  our  series,  we  found  one  polyp  with  super- 
ficial cancer  and  two  polyps  which  showed  in- 
vasive features.  Exploration  in  one  patient 
showed  no  residual  tumor  and  in  the  other 
metastatic  nodes  were  found. 

The  pooled  data  from  many  sources  will,  we 
are  sure,  provide  us  with  criteria  for  which  pa- 
tients should  be  explored  and  which  should  be 
followed  by  repeated  x-ray  and  colonoscopy. 

In  summary,  polypectomy  via  the  colonoscope 
is  a significant  medical  advance.  Continued  re- 
finements in  the  instrumentation  and  techniques 
will,  in  skilled  hands,  make  it  a safe  and  val- 
uable procedure. 
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Aortocoronary  bypass  has  been  used  in  the 
treatment  of  patients  with  “preinfarction  syn- 
drome” with  an  operative  mortality  similar  to  or 
slightly  higher  than  that  for  patients  with  stable 
angina  pectoris.1 7 Because  preinfarction  syn- 
drome does  not  invariably  lead  to  myocardial 
infarction.  Dr.  Noble  Fowler8  has  suggested  that 
this  condition  be  termed  “unstable  angina  pec- 
toris.” Preinfarction  syndrome,  as  defined  by 
Gazes  et  al.,9  is  classified  into  three  types: 

Type  I:  Initial  onset  of  progressive  crescendo 
angina  (increase  in  severity,  frequency  and  dur- 
ation) and  pain  at  rest  in  a patient  previously 
free  of  symptoms. 

Type  II:  Same  as  Type  I,  but  occurring  in  a pa- 
tient with  known  stable  angina. 

Type  III:  Episodes  of  prolonged  pain  at  rest,  last- 
ing more  than  15  minutes  and  not  related  to 
such  obvious  precipitating  causes  as  anemia  and 
arrhythmias. 

Vakil  et  al.10  presented  a similar  definition  of 
preinfarction  syndrome.  Table  1 lists  the  inci- 

Table  1 

Comparison  of  Preinfarction  Syndrome  Morbidity  and 
Mortality  for  the  Patient  Series  Reported  by 
Gazes9  and  Vakil"' 


Number 

Death 

Infarction 

Death  rate 

of 

Rate 

Rate 

from 

Gazes 

Patients 

(3  mths.) 

(3  mths.) 

Infarction 

All  patients 

140 

10% 

20.7% 

41.4% 

High  risk 
Vakil 
No  anti- 

54 

26% 

35.0% 

63.0% 

coagulant 

Anti- 

156 

23.7% 

49.4% 

48.1% 

coagulant 

190 

9.5% 

36.3% 

26.1% 

deuce  of  myocardial  infarction  and  death  within 
3 months  of  the  onset  of  preinfarction  symptoms 
in  these  two  scries  of  140  (Gazes)  and  346  (\  akil) 
patients.  Myocardial  infarction  occurred  within 
the  first  3 months  in  20.7  percent  of  all  patients 
reported  by  Gazes  and  in  36.3  percent  of  \ akil  s 

From:  Arizona  Heart  Institute.  330  West  Thomas  Roach  Phoe- 
nix, Arizona  85013.  (Dr.  Kinard  and  Dr.  Diethrich). 


ARIZONA  MEDICINE  269 


anticoagulated  patients,  with  mortality  rates  of 
10  percent  and  9.5  percent,  respectively.  Gaze’s 
high-risk  group  included  those  patients  who 
continued  to  have  chest  pain  48  hours  following 
hospitalization  in  spite  of  maximum  medical 
therapy.  Myocardial  infarction  occurred  in  35 
percent  of  these  cases,  with  a mortality  factor 
of  63  percent  among  those  who  had  myocardial 
infarctions.  Overall,  the  death  rate  in  the  high- 
risk  group  was  26  percent  over  the  3-month 
period. 

A small  number  of  patients  with  unstable  an- 
gina pectoris  have  transient  ST  segment  eleva- 
tion associated  with  chest  pain.  This  condition 
was  originally  described  by  Prinzmetal  et  al.11'12 
and  is  known  as  Prinzmetal’s  angina.  The  inci- 
dence of  infarction  and  death  in  such  patients, 
particularly  from  arrhythmias,  is  somewhat  high- 
er than  in  the  unstable  angina  group  as  a whole, 
particularly  if  coronary  artery  spasm  is  excluded 
as  a cause  of  the  syndrome.  Pfeifer  et  al ,13 
operated  on  eight  patients  with  transient  ST 
segment  elevation  with  no  operative  mortality. 

ST  segment  elevation  associated  with  the  hy- 
peracute stage  of  myocardial  infarction  may 
persist  for  a number  of  hours  before  the  develop- 
ment of  the  classical  QRS  changes  indicative  of 
myocardial  infarction.  In  patients  with  Prinz- 
metal s angina  as  well  as  in  those  with  transient 
ST  segment  elevation  without  QRS  changes,  a 
small  area  of  myocardial  necrosis  may  occur. 
Myocardial  infarction  in  certain  areas  of  the 
myocardium  may  not  produce  any  abnormali- 
ties of  the  electrocardiogram.  These  patients, 
then,  are  in  an  intermediate  stage  between  isch- 
emia and  infarction,  and  it  is  likely  that  small 
areas  of  necrosis  have  been  produced  in  the 
myocardium. 


Myocardial  infarction  may  be  either  an  all-or- 
none  event  or  a slowly  progressing  phenomenon. 
In  dogs,  because  of  constant  extensive  collateral 
circulation,  infarction  has  been  shown  to  pro- 
gress for  periods  as  long  as  12-18  hours.14  Like- 
wise, a patient  with  good  collateral  circulation 
may  have  a small  area  of  necrosis  bordered  by 
a much  larger  area  of  ischemia  which  will  de- 
teriorate progressively  over  several  hours  until 
total  infarction  of  the  ischemic  area  has  occurred. 
Operative  intervention  for  the  treatment  of 
acute  myocardial  infarction  has  been  used  in 
patients  with  associated  cardiogenic  shock  with, 
as  expected,  a very  high  operative  mortality.15'18 
This  mortality  rate  is,  however,  somewhat  lower 
than  that  reported  by  Leinbach16  for  a series  of 
patients  undergoing  medical  treatment  for  car- 
diogenic shock.  Intra-aortic  balloon  pumping 
with  infarctectomy  and  vein  bypasses  were  com- 
bined, resulting  in  an  operative  mortality  rate 
of  63  percent.  In  the  series  reported  by  Reul  et 
al.,18  the  occurrence  of  cardiac  arrest  prior  to 
surgery  significantly  increased  the  incidence  of 
mortality  in  the  absence  of  cardiogenic  shock. 
Two  of  their  three  patients  with  preoperative 
cardiac  arrest  expired. 

In  those  patients  with  recent  myocardial  in- 
farction without  the  complications  of  cardio- 
genic shock  or  cardiac  arrest,  operative  mortal- 
ity has  varied  considerably.  Seven  of  eight  pa- 
tients with  acute  infarction  reported  by  Scanlon 
et  al.19  survived  operative  therapy.  Two  of  eight 
patients  with  large  transmural  infarctions  re- 
ported by  Anderson  et  al.20  expired.  Three  of 
eight  patients  with  myocardial  infarction  and 
persistent  chest  pain  reported  by  Reul  et  al.18 
expired.  Dawson  et  al.21  related  operative  mor- 
tality to  the  timing  of  the  operation  following 
acute  infarction.  The  mortality  for  their  series 
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was  50  percent  (nine  of  IS  patients)  in  those  un- 
dergoing operation  within  one  week  of  myo- 
cardial infarction  and  6.3  percent  when  the 
operation  was  performed  31  to  60  days  after  the 
infarction.  Four  of  their  five  patients  (SO  per- 
cent) operated  on  within  24  hours  of  infarction 
died. 

MATERIALS  AND  METHODS 

In  the  two  years  from  October  1971  to  Octo- 
ber 1973,  a total  of  16  patients  with  unstable 
myocardial  infarction  underwent  operation  at 
the  Arizona  Heart  Institute.  Two  of  the  16  had 
Prinzmetal's  angina  with  transient  ST  segment 
elevation  associated  with  chest  pain;  two  had  an 
intermediate  syndrome  of  chest  pain  with  per- 
sistent ST  segment  elevation  without  QRS 
change;  and  12  had  myocardial  infarction  fol- 
lowed by  episodes  of  angina  pectoris. 

Of  the  two  patients  with  Prinzmetal’s  angina, 
both  had  anterior  descending  coronary  arterial 
lesions  causing  ST  segment  changes  (Figure  1), 
and  one  also  had  a right  coronary  arterial  lesion. 
Of  the  two  patients  with  intermediate  syndrome, 
both  had  right  coronary  arterial  lesions,  and  one 
had  a left  anterior  descending  coronary  arterial 

TOTAL 

PRINZMETAL’S  ANGINA  2 

Single  vessel  (LAD)  1 

Double  vessel  (LAD  + RCA)  1 L.V.e.d.  elevated  1 


INTERMEDIATE  SYNDROME  2 

Single  vessel  (RCA)  1 L.V.e.d.  elevated  0 

Double  vessel  (LAD  + RCA)  1 

Figure  1 

The  coronary  arterial  disease  distribution  for  those  pa- 
tients with  Prinzmetal’s  angina  and  intermediate  syn- 
drome. The  electrocardiogram  results  included  ST  eleva- 
tion without  QRS  change  during  angina.  In  each  case, 
the  vessel  underlined  was  responsible  for  the  ST  segment 
elevation.  Abbreviations:  LAD,  left  anterior  descending 
coronary  artery;  RCA,  right  coronary  artery;  L.  V.  e.  d., 
left  ventricular  end-diastolic  pressure. 


lesion  causing  ST  segment  elevation  (Figure  1). 
Of  the  12  patients  with  postinfarction  angina 
pectoris,  four  had  single-vessel  disease,  five  had 

TOTAL 

POST  INFARCTION  12 


Single  vessel 

LAD  3 

RCA  1 

Double  vessel 

LAD  + RCA  2 

L.V.e.d.  elevated 

2 

4 

LftD  + LCC  2 

LCC  + LAD  1 

L.V.e.d.  elevated 

3 

5 

Triple  vessel 

LAD  + RCA  + LCC  1 

RCA  + tAD  + LCC  1 

L.V.e.d.  elevated 

0 

2 

Quadruple  vessel 

LAD  + LM  _ LCC  + RCA 

L.V.e.d.  elevated 

0 

1 

Figure  2 

The  coronary  arterial  disease  distribution  for  those  pa- 
tients experiencing  persistent  angina  pectoris  following 
acute  myocardial  infarction.  The  vessel  responsible  for 
the  area  of  necrosis  is  underlined.  Abbreviations:  LAD, 
left  anterior  descending  coronary  artery;  RCA,  right 
coronary  artery;  LCC,  left  circumflex  coronary  artery; 
LM,  left  main  coronary  artery;  L.  V.  e.  d.,  left  ventricular 
cnd-diastolic  pressure. 


double-vessel  involvement;  two,  triple,  and  one, 
quadruple  (Figure  2).  Of  these  12  patients,  nine 
had  myocardial  infarction  caused  by  stenosis  or 
occlusion  of  the  anterior  descending  coronary 
artery;  two,  of  the  right  coronary  artery;  and 
one,  of  the  circumflex  coronary  artery. 

OPERATIVE  TREATMENT 
Aortocoronary  bypass  was  accomplished  with- 
in the  first  7 days  after  acute  infarction  in  five 
patients,  from  8 to  14  days  in  three  patients,  and 
from  15  to  29  days  in  four  patients  (Table  2). 

Table  2 

Time  from  Myocardial  Infarction  to  Performance  ol 
Aortocoronary  Bypass  for  Series  of  Twelve 
Postinfarction  Patients 
Days  Patients 

0-7  5 

8-14  3 

15-29  4 
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Six  of  these  patients  underwent  single  aorto- 
coronary bypass  to  the  left  anterior  descending 
coronary  artery,  and  three  had  right  coronary 
artery  bypass.  Four  had  double  bypass  to  the 
left  anterior  descending  and  right  coronary  ar- 
teries, and  two  had  bypass  to  the  left  anterior 
descending  and  circumflex  coronary  arteries. 
One  patient  underwent  triple  coronary  bypass 
(Table  3). 


Table  3 

Breakdown  by  Number  of  Patients  of  the  Types  of 
Aortocoronary  Bypass  Performed  in  Series  of 
Sixteen  Patients 

Patients 


Single 

LAD  6 

RCA  3 

Double 

LAD  + RCA  4 

LAD  + LCC  2 

Triple 

LAD  + LCC  + RCA  1 


RESULTS 

The  operative  mortality  for  this  series  of  16 
patients  was  zero.  In  all  cases,  the  electrocardio- 
gram taken  in  the  postoperative  period  showed 
evolutionary  changes  of  the  infarction  zone  with- 
out new  QRS  changes. 

CONCLUSIONS 

The  zero  mortality  rate  appears  to  be  related 
to  the  selection  of  patients  who  had  relatively 
small  areas  of  necrosis.  This  was  presumed  after 
observation  of  low  serum  enzyme  levels  and 
limited  distribution  of  Q wave  abnormalities  on 
the  electrocardiogram.  Furthermore,  because 
the  vessel  involved  (usually  the  left  anterior  de- 
scending coronary  artery)  supplied  a large  area 
of  myocardium,  continued  chest  pain  indicated 
the  presence  of  a large  area  of  ischemia  adjacent 
to  the  smaller  necrotic  zone.  The  timing  of  the 
operation  relative  to  the  initial  episode  of  myo- 
cardial infarction  apparently  had  no  effect  on 


operative  mortality.  None  of  these  patients  had 
cardiogenic  shock  and  none  had  developed  car- 
diac arrest  prior  to  the  operation. 
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RABIES  - A BRIEF  REVIEW  OF  CURRENT  MANAGEMENT 


Peter  C.  Kelly,  M.D. 


In  a brief  and  informal  manner  I will  review 
our  knowledge  of  rabies  and  its  prevention.  The 
emphasis  will  be  on  practical  aspects  of  anti- 
rabies prophylaxis  in  bitten  humans.  For  those 
who  wish  to  pursue  the  subject  further,  a selec- 
tion of  current  articles  is  included. 

Rabies  is  a disease  of  the  nervous  system  caus- 
ed by  a single  stranded  RNA  virus  measuring 
180  x 75  m /x.  The  virus  is  readily  destroyed  by 
45-70%  alcohol,  soap  solutions,  and  quaternary 
ammonium  compounds. 

The  pathogenesis  of  rabies  is  not  completely 
understood.  Centripetal  spread  along  axons  is 
considered  the  route  of  viral  entry  into  the  cen- 
tral nervous  system.  The  saliva  of  rabid  animals 
contains  virus  particles.  Most  commonly,  the 
disease  is  transmitted  by  the  bite  of  an  infected 
animal.  Following  inoculation,  the  virus  becomes 
attached  to  a peripheral  nerve  and  migrates  to- 
ward the  central  nervous  system.  Clinical  rabies 
occurs  from  two  weeks  to  one  year  following  the 
bite  of  an  infected  animal.  Once  in  nervous  tis- 
sue, the  virus  cannot  be  neutralized  by  any 
known  therapeutic  agent  and  death  is  inevitable. 
At  post  mortem  examination  virus  can  be  recov- 
ered from  central  nervous  system  tissue,  salivary 
glands,  skeletal  muscles,  heart  muscle  and  liver. 
A full  description  of  the  signs  and  symptoms  of 
human  rabies  is  beyond  the  scope  of  this  review. 

In  the  United  States  rabies  is  predominately 
a disease  of  animals,  especially  wild  animals. 
Each  year  approximately  5,000  animals  are  prov- 
en rabid;  about  80%  of  these  are  wild.  The  dis- 
ease is  widespread  with  49  states  reporting  rabid 
animals  in  1972  (only  Hawaii  was  spared).  The 

From:  Maricopa  County  Hospital,  Department  of  Medicine, 

2601  E.  Roosevelt,  Phoenix,  AZ  85008  (Dr.  Kelly). 


connection  between  animal  and  human  rabies 
is  obvious  — namely,  the  bite  of  an  infected  ani- 
mal may  transmit  rabies  to  man.  Among  people 
bitten  by  a rabid  wolf,  50%  developed  rabies  and 
died.  In  estimating  the  potential  for  rabies 
among  animals,  the  following  information  is 
helpful:  fluorescent  antibody  staining  of  the  bit- 
ing animal’s  brain,  species  of  the  biting  animal, 
and  circumstances  of  the  attack. 

Fluorescent  Antibody  Staining:  The  manage- 
ment of  bitten  people  is  simplified  if  the  biting 
animal’s  brain  can  be  examined  for  rabies  virus. 
If  the  animal  is  non-rabid,  antirabies  therapy  is 
not  necessary.  If  rabid,  a full  course  of  rabies 
prophylaxis  is  administered.  Fluorescent  anti- 
body stains  rapidly  and  accurately  determine 
the  presence  or  absence  of  rabies  virus.  In  this 
test  a specific  fluorescein  labelled  antirabies  an- 
tibody is  applied  to  appropriate  sections  of  the 
brain.  If  rabies  virus  is  present,  it  will  stain  and 
be  visible  with  fluorescent  microscopy.  In  our 
state  this  test  is  available  at  the  Arizona  State 
Department  of  Health  laboratory  in  Phoenix  and 
Tucson.  The  specimen  required  is  the  head  of 
the  biting  animal.  Complete  instructions  on  ship- 
ment can  be  obtained  from  the  state  laboratory 
or  your  local  department  of  health.  Because 
fluorescent  antibody  staining  is  a reliable  method 
of  detecting  an  infected  animal,  all  efforts  should 
be  made  to  capture,  kill  and  examine  any  wild 
animal  biting  a person.  Captured  wild  animals 
suspected  of  rabies  should  not  be  held  for  obser- 
vation but  should  be  executed  and  their  brains 
examined  promptly.  Under  ordinary  circum- 
stances, biting  domestic  animals  should  be  ob- 
served for  behavioral  changes.  Sacrifice  of  pet 
dogs  is  usually  not  necessary. 

Animal  species:  The  prevalence  of  rabies 
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varies  widely  among  different  species  of  animals. 
Domestic  animals,  such  as  vaccinated  dogs  and 
cats  have  an  extremely  low  frequency  of  rabies. 
Similarly,  small  rodents  such  as  field  mice,  chip- 
munks and  gophers  are  rarely  rabid.  In  contrast, 
skunks,  foxes,  bobcats,  bats  and  coyotes  are 
much  more  likely  to  be  rabid.  Table  I shows  the 
frequency  of  rabies  among  animal  specimens 
submitted  to  the  Arizona  State  Department  of 

Table  1 

Animal  Rabies  in  Arizona,  1972 


Species 

No.  Examined 

No.  Rabid 

% Rabid 

Dog* 

417 

10 

3 

Cat 

816 

1 

0.1 

Bat 

160 

14 

8 

Bobcat 

10 

4 

40 

Coyote 

38 

2 

5 

Fox 

18 

6 

33 

Skunk 

95 

18 

18 

Other® * 

657 

0 

0 

°9  of  10  rabid  dogs  non-vaccinated 
00  Includes  rats,  mice,  squirrels,  chipmunks  and  gophers 
Source:  Dr.  Philip  Hotchkiss,  Arizona  State  Depart- 
ment of  Health. 

Health  in  1972.  The  occurrence  of  10  rabid  dogs 
merits  special  mention.  All  of  these  animals  were 
found  in  the  Nogales  area  of  Santa  Cruz  County. 
A history  of  vaccination  could  not  be  obtained  in 
9 of  these  animals.  During  1972  dog  vaccination 
statistics  in  Nogales,  Sonora  show  only  47%  of 
the  animals  vaccinated.  Thirty-five  dogs  examin- 
ed post  mortem  had  rabies.  Hence,  in  1972  there 
was  a cluster  of  canine  rabies  in  the  border  area 
of  Nogales.  Since  then  no  new  cases  of  canine 
rabies  have  been  found  in  Arizona.*  Physicians 
managing  bitten  persons  should  ascertain  the 
species  of  animals  involved.  If  the  biting  animal 
is  a bat,  squnk,  bobcat,  coyote  or  fox,  antirabies 
prophylaxis  should  be  administered  unless  the 
attack  was  clearly  provoked  by  the  person. 

° The  data  on  rabies  in  the  Nogales  area  was  kindly  supplied  by 
Dr.  Philip  Hotchkiss  of  the  Arizona  State  Department  of  Health. 


Circumstance  of  the  attack:  Non-rabid  animals 
seldom  bite  humans  unless  provoked.  Rabid  ani- 
mals will  attack  other  animals  and  humans  with- 
out provocation.  Unprovoked  attacks  by  any 
animal  should  be  regarded  with  suspicion.  If  the 
biting  animal  is  a pet  dog,  its  vaccination  status 
should  be  investigated  and  the  animal  should  be 
observed.  If  the  biting  animal  is  wild,  it  should 
be  killed  and  submitted  for  fluorescent  antibody 
testing. 

There  is  no  effective  treatment  for  a rabid  per- 
son. However,  rabies  can  be  prevented  in  both 
experimental  animals  and  man  by  currently 
available  vaccines  and  antiserum,  given  after  the 
bite  of  a rabid  animal.  Effective  post  exposure 
prevention  depends  on  early  recognition  of  the 
potential  of  rabies,  vigorous  wound  care  and  ad- 
ministration of  vaccine  and  antiserum. 

Wound  care:  Prompt,  vigorous  local  therapy 
of  the  bit  wound  is  a cornerstone  of  rabies  pre- 
vention. Rabies  virus  will  flourish  in  damaged 
or  necrotic  tissue.  Hence  wounds  should  be  in- 
spected and  debrided  if  necessary.  All  bite 
wounds,  regardless  of  the  species  of  the  biting 
animal  should  be  cleansed  with  a viracidal  com- 
pound such  as  40-70%  alcohol  or  20%  soap  solu- 
tion. If  bacterial  infection  is  present,  it  should 
be  treated  with  an  appropriate  drug.  Do  not  be 
misled  by  slight  puncture  wounds.  Such  wounds 
can  and  do  transmit  rabies  and  should  receive 
the  same  local  care  as  larger  wounds.  Primary 
closure  of  wounds  should  be  avoided. 

Vaccine:  At  the  present  time  there  is  only  one 
licensed  rabies  vaccine  in  the  United  States. 
Duck  embryo  vaccine  (DEV)  is  a killed  virus 
vaccine  prepared  in  duck  eggs.  It  is  effective  in 
rabies  prophylaxis  when  administered  with  anti- 
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rabies  serum.  Unlike  the  earlier  nervous  tissue 
vaccines,  allergic  encephalomyelitis  rarely  fol- 
lows DEV.  A disadvantage  of  DEV  is  that  it 
does  not  produce  an  optimal  antibody  level. 
Human  rabies  has  occurred  following  post  ex- 
posure prophylaxis  with  only  DEV.  Hence,  in 
my  view,  duck  embryo  vaccine  alone  should  not 
be  used  in  post  exposure  prophylaxis. 

The  vaccine  is  administered  daily  for  a mini- 
mum of  14  days  by  deep  subcutaneous  injection. 
(When  antiserum  is  used  with  vaccine  the  vac- 
cine should  be  administered  for  21  days.)  Local 
reactions  are  frequent,  but  are  easily  treat- 
ed with  antihistamines  and  aspirins.  Patients 
allergic  to  eggs  may  have  a more  generalized 
reaction.  Further  instructions  on  dose  and  ad- 
ministration are  found  on  the  package  insert. 

Antiserum:  Specific  antirabies  antibody  is 

available  in  an  equine  antiserum.  Antirabies 
serum  is  demonstrated  to  be  effective  in  rabies 
prophylaxis  when  administered  with  DEV.  The 
antibody  neutralizes  rabies  virus  prior  to  fixa- 
tion with  nervous  tissue.  Antibody  will  not 
neutralize  the  virus  if  it  is  fixed  to  nervous  tis- 
sue. The  practical  point  here  is  that  antirabies 
serum  should  be  administered  within  24  hours  of 
the  bite.  Delay  in  administration  reduces  the 
effectiveness  of  antiserum. 

Unfortunately,  the  antiserum  causes  serum 
sickness  frequently.  The  incidence  of  this  com- 
plication is  12-46%  depending  upon  age  (older 
patients  having  a higher  attack  rate).  Serum  sick- 
ness is  an  acute,  uncomfortable  illness.  However, 
it  is  usually  self-limited  and  its  severe  manifesta- 
tions such  as  fever,  urticara  and  arthralgia,  can 
be  controlled  with  a short  course  of  cortisoster- 
oids.  When  the  potential  for  rabies  is  high,  anti- 
serum should  be  given  and  systemic  reactions 
treated  as  they  arise. 

Antirabies  serum  is  administered  in  a single 
dose.  The  dose  is  calculated  on  a weight  basis 
(instructions  are  on  the  package  insert).  One  half 
of  the  dose  is  administered  intramuscularly  in 
the  buttocks  or  other  large  muscles,  The  other 
half  is  infiltrated  into  the  area  of  the  bite.  Pa- 
tients receiving  antiserum  should  be  skin  tested 
with  horse  serum  first.  If  a severe  reaction  oc- 
curs, or  if  there  is  a history  of  allergy  to  horse 
serum,  antirabies  serum  should  be  avoided. 

In  summary,  adequate  post  exposure  rabies 
prophylaxis  consists  of  a thorough  cleansing  of 
the  wound  with  a viracidal  compound,  equine 
antirabies  serum,  and  a full  course  of  DEV. 


Indications  for  Post  Exposure  Prophylaxis: 

A.  Wild  animal  bites:  Bites  of  foxes,  skunks, 
racoons,  coyotes,  bats,  and  bobcats  should  be 
considered  capable  of  transmitting  rabies,  unless 
the  attack  was  clearly  provoked.  A proper  dose 
of  antiserum  and  a full  course  of  DEV  should 
be  administered.  Therapy  should  not  await 
fluorescent  antibody  tests.  In  the  event  the  ani- 
mal is  subsequently  shown  not  rabid,  treatment 
should  be  stopped.  Hites  of  small  rodents  are 
unlikely  to  transmit  rabies  and  antirabies  pro- 
phylaxis should  not  be  administered. 

B.  Dog  bites:  Provoked  bites  by  vaccinated 
dogs  rarely  transmit  rabies.  Hence  rabies  pro- 
phylaxis is  not  ordinarily  indicated.  The  animal 
should  be  observed  for  behavioral  changes.  Pro- 
voked bites  by  unvaccinated  dogs  (or  dogs  whose 
vaccine  status  is  unknown)  are  unlikely  to  trans- 
mit rabies  and  I would  not  ordinarily  recom- 
mend treatment. 

Unprovoked  attacks  by  any  dog  demand  close 
scrutiny.  Was  the  attack  truly  unprovoked?  bias 
the  dog  been  in  rural  areas  recently  where  it 
may  have  been  bitten  by  a rabid  wild  animal? 
The  decision  to  use  prophylaxis  or  not  will  be 
based  on  the  circumstances  of  the  individual 
case.  If  the  weight  of  evidence  is  in  favor  of 
treatment,  both  antiserum  and  duck  embryo 
vaccine  should  be  given. 

There  are  only  two  circumstances  in  which 
DEV  should  be  given  alone  in  post  exposure 
prophylaxis.  First,  when  antirabies  serum  is  not 
available;  and  second,  when  the  interval  be- 
tween the  bite  and  medical  attention  is  pro- 
longed. 

There  are  official  agencies  in  our  state  which 
serve  as  sources  of  information  and  assistance  for 
the  care  of  the  bitten  human.  The  rabies  control 
officer  of  the  local  department  of  health  can 
supply  valuable  information  on  animal  rabies  in 
the  vicinity.  In  addition,  he  can  assist  in  finding 
the  biting  animal  and  arranging  fluorescent  anti- 
body testing.  Arizona  State  Department  of 
Health  supplies  excellent  laboratory  service,  a 
state-wide  perspective  on  animal  rabies,  and 
also  current  advise  on  antirabies  prophylaxis. 
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REGIONAL  MEETING  OF  THE 
AMERICAN  COLLEGE  OF  PHYSICIANS 


The  American  College  of  Physicians 

This  issue  of  Arizona  Medicine  is  once  again 
devoted  to  selected  papers  presented  at  the  Re- 
gional Meeting  of  The  American  College  of 
Physicians  in  Tucson  in  November,  1973.  The 
April  issue  has  for  many  years  been  devoted  to 
proceedings  of  this  meeting  and  gives  every  ap- 
pearance of  becoming  a tradition.  We  only  regret 
that  all  of  the  papers  presented  in  Tucson  can- 
not be  published  but  many  of  them  are  being 
published  elsewhere  or  for  some  reason  do  not 
lend  themselves  to  publication.  The  American 
College  of  Physicians  has  stood  for  excellence 
in  the  practice  of  Internal  Medicine  since  1915, 
a time  when  the  specialty  of  Internal  Aledicine 
was  barely  a dream  in  William  Osier’s  eye. 
Throughout  the  years  its  primary  purpose  has 
been  the  encouragement  of  quality  medical  care 
and  even  in  these  days  of  super  specialization  it 
continues  to  be  the  one  organization  which  still 
speaks  for  all  branches  of  Internal  Medicine. 


Up  until  this  year,  the  Arizona  members  of  The 
American  College  of  Physicians  have  had  no 
separate  organization  and  have  functioned  as  a 
group  only  in  our  annual  Regional  Meetings. 
Starting  this  year,  however,  an  actual  Arizona 
Chapter  of  The  American  College  of  Physicians 
will  come  into  existence  and  hopefully  with  it  a 
chance  for  greater  participation  of  the  Associates, 
Members  and  Fellows  in  the  state.  Among  other 
things  we  feel  that  a local  chapter  will  serve  as 
a vehicle  for  increased  participation  by  The 
American  College  of  Physicians  locally  with  those 
issues  which  are  properly  the  function  of  physi- 
cians in  Internal  Medicine. 

Once  again,  we  are  appreciative  of  the  oppor- 
tunity to  publish  the  scientific  papers  you  find 
in  this  month’s  issue  of  Arizona  Medicine  and 
invite  all  interested  physicians  to  attend  our  next 
program  which  will  be  held  at  Camelback  Inn, 
Paradise  Valley,  on  November  1 and  2,  1974. 
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MY  LAST  REPORT 
AS  YOUR  PRESIDENT 


PHILI  E.  DEW,  M.D. 
PRESIDENT 


“You  give  but  little  when  you  give  of  your 
possessions.  It  is  when  you  give  of  yourself  that 
you  truly  give.”1  This  report  is  dedicated  to  the 
200  men  and  women  members  of  the  ArMA 
who  have  given  unselfishly  and  unstintingly  to 
the  committees  of  ArMA  and  to  the  professional 
staff  who  have  made  it  all  possible. 


You  might  expect  that  being  President  of  the 
Arizona  Medical  Association  would  be  difficult, 
time-consuming,  stress-provoking  and  fatiging. 
No  one  mentioned  that  it  would  be  challenging, 
rewarding,  educational,  and  frequently  just  plain 
fun! 

It  would  be  impossible  to  talk  about  the  last 
year  without  using  a four-letter  “word,”  namely 
PSRO.  Your  President  went  to  Washington  in 
May,  New  York  in  June,  Dallas  in  October, 
Anaheim  in  December,  and  Chicago  in  January 
— in  each  instance,  partly  in  pursuit  of  the  elu- 
sive solution  to  PSRO.  “There  is  no  subject,  how- 
ever, complex,  which  — if  studied  with  patience 
and  intelligence  — will  not  become  more  com- 
plex.”2 We  began  the  year  fully  expecting  to  have 
one  statewide  PSRO  with  the  actual  peer  review 
delegated  to  each  of  the  three  foundations:  The 
Maricopa  Foundation,  the  Pima  Foundation  and 
the  Multi-County  Foundation.  There  seemed 
little  doubt  that  we  should  have  achieved  this 
aim  had  it  not  been  for  the  lack  of  unity  within 
our  organization.  Pogo’s  remark:  “We  have  met 
the  enemy  and  they  are  us,”  never  seemed  more 
appropriate. 

As  it  turns  out  we  have  been  split  into  two 
PSROs.  There  would  seem  to  be  some  possibility 
of  further  disunity  with  ArMA’s  posture  on  the 
whole  subject  of  PSRO  at  the  upcoming  annual 
meeting.  I would  hope  that  ArMA  would  take  a 
posture  similar  to  that  of  the  AMA  in  Anaheim: 
Report  EE  of  the  Board  of  Trustees  as  amended. 
The  federation  can  ill-aford  any  schism  at  this 
time.  We  must  take  a careful  look  at  what  we 
would  have  if  the  Bennett  Amendment  were 
repealed. 

Crucial  to  the  strength  of  organized  medicine 
is  a high  percentage  of  membership.  The  Arizona 
Medical  Association  again  won  a plaque  at  the 
National  Leadership  Conference  for  having  in- 
creased its  membership  this  year.  Bylaws  changes 
were  made  at  the  Annual  Meeting  which  gave 
interns  and  residents  full  active  voting  member- 
ship in  the  Arizona  Medical  Association.  The 
Pima  County  Medical  Society  has  made  a sim- 
ilar change  in  its  Bylaws.  We  appointed  a com- 
mittee for  intern  and  resident  membership  which 
has  been  functioning  effectively  in  the  two  ma- 
jor areas  where  interns  and  residents  are  preva- 
lent. Membership  is  increasing  in  this  category. 
It  seems  absolutely  crucial  that  we  involve 
young  physicians  in  training  in  organized  medi- 
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cine  for  the  input  they  may  offer  and  the 
strength  this  will  eventually  produced. 

You  will  recall  that  ArMA  was  the  second 
state  medical  association  to  require  continuing 
medical  education  certification  for  membership 
in  the  organization.  The  first  deadline  for  a 
three-year  period  is  July  1,  1974.  We  urge  each 
of  you  to  submit  your  application  for  your  cer- 
tificate in  continuing  medical  education  as  soon 
as  possible.  We  would  remind  you  that  hardship 
cases  in  a state  such  as  ours  can  be  expected. 
We  hope  to  leam  from  these  problems  to  im- 
prove the  caliber  and  the  strength  of  this  con- 
tinuing education  program.  The  Medical  Educa- 
tion Committee  continues  to  accredit  various 
education  programs  throughout  the  state.  We 
continue  to  have  reciprocity  with  the  AMA’s 
Physician  Recognition  Award.  It  would  seem 
that  this  voluntary  plan  is  far  more  palatable 
than  any  sort  of  relicensing  arrangement  such  as 
that  existing  in  two  other  states. 

It  is  too  early  to  know  what  the  outcome  will 
be  but  we  have  fought  through  available  chan- 
nels, to  stop  the  discriminatory  and  unjust  im- 
position of  economic  controls  on  the  profession. 
These  are  obviously  a way  to  coerce  us  into 
modes  of  practice  conjured  up  by  social  plan- 
ners. We  must  fight  this  method  of  control  and 
are  doing  so  vigorously.  Controls  on  our  profes- 
sion can  be  self-imposed  or  they  can  be  govern- 
mentally  enacted.  Those  that  are  governmentallv 
enacted  may  be  indirect,  such  as  through  fund- 
ing programs,  loan  guarantees,  or  incentives.  Or 
they  may  be  direct,  such  as  in  the  statutes,  in 
regulations,  or  in  informal  directives.  The  shift 
has  been  increasingly  toward  the  regulation  and 
informal  directive  device  in  the  Federal  govern- 
ment. The  trend  has  been  away  from  complete 
self-control  of  supply  and  distribution  on  one 
hand,  and  toward  complete  government  control 
as  a public  utility  on  the  other. 

The  AM  A has  chosen  to  sue  the  Federal  gov- 
ernment to  prevent  their  imposing  bureaucratic 
dictates  upon  us  without  proper  legislative  rep- 
resentation. The  Arizona  Medical  Association  has 
supported  the  AM  A in  these  attempts. 

We  devoted  a great  deal  of  time  and  energy 
in  attempting  to  help  mold  the  State  Health 
Plan.  The  members  of  the  Committee  on  the 
State  Health  Plan  of  the  Governmental  Services 
Committee  devoted  untold  effort,  time  and  ener- 
gy, and  experienced  immense  frustration  from 
those  in  charge  of  producing  a State  Health 


Plan.  It  would  seem  that  we  now  have  a mo- 
ment’s respite  and  a very  clear  opportunity  for 
input  into  a rational  state  health  plan.  Fet  us 
hope  we  have  the  foresight  and  imagination  to 
seize  this  opportunity  and  help  to  produce  a 
state  health  plan  for  all  the  citizens  with  which 
we  can  deliver  the  best  possible  care  to  the  most 
people. 

If  there  was  any  one  theme  we  tried  to  main- 
tain throughout  this  year  of  activity,  it  was  that 
of  unity.  One  area  that  has  seemed  to  create 
disunity  year  after  year  has  been  the  relationship 
between  the  Arizona  Medical  Association  and  the 
"BLUES”,  that  is  Blue  Cross  and  Blue  Shield. 
It  was  with  the  intent  of  resolving  any  conflict 
and  existing  any  sources  of  disunity  that  the  Blue 
Shield  Blue  Ribbon  Committee  was  appointed. 
I would  hope  that  the  constant  turmoil  in  this 
area  can  be  ended  and  that  we  can  all  go  for- 
ward together  for  the  sake  of  our  patients. 

We  are  now  eligible  for  a third  AM  A Delegate 
and  Alternate  Delegate.  In  view  of  the  foment 
and  anti-institutionalism  throughout  the  country, 
we  appointed  a committee  to  study  the  method 
of  delegate  selection.  This  committee  asked  for 
input  and  received  relatively  little  from  the 
membership.  The  committee  decided  to  leave  the 
system  of  selection  as  it  is.  That  system  of 
selection  depends  to  a great  extent  upon  the 
caliber  and  the  interest  and  the  dedication  of 
the  members  of  the  nominating  committee.  They 
need  to  be  appointed  on  time,  they  need  to  be 
properly  instructed,  and  they  need  to  know  the 
quality  and  the  capability  of  their  nominees. 
This  is  not  even  to  mention  the  fact  that  they 
should  have  the  full  approval  of  the  nominee 
prior  to  the  nominating  committee  meeting.  The 
selection  of  our  leaders  is  crucial  to  our  contin- 
uing strength  and  success.  No  matter  what  sys- 
tem is  used  for  selecting  our  leadership,  indif- 
ference, ignorance,  and  lack  of  preparation  can 
be  ruinous. 

Toward  the  end  of  this  year  the  gasoline  short- 
age necessitated  our  changing  the  times  and 
dates  of  meetings.  We  have  had  to  curtail  some 
of  our  activities  and  conduct  more  of  our  busi- 
ness by  telephone.  Some  thought  I might  run 
out  of  gas  this  year,  but  none  expected  it  to  be 
other  than  figuratively.  We  have  sent  statements 
of  concern  and  offers  of  assistance  to  the  energy 
officials  in  the  state  capitol  and  have  been  stu- 
diously ignored  up  to  now.  Various  systems  have 
been  worked  out  which  could  be  utilized  to 
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guarantee  the  availability  of  gasoline  to  certain 
key  personnel  including  physicians.  We  have 
expressed  this  with  vigor  to  the  proper  authori- 
ties. 

It  has  been  my  good  fortune  to  attend  two 
Leadership  Conferences  in  Chicago.  These  have 
been  top  quality,  professionally  produced  meet- 
ings to  improve  the  dimensions  of  leadership  in 
organized  medicine.  I would  strongly  recom- 
mend that  the  Association  continue  to  send  your 
Executive  Director,  your  President  and  your 
President-Elect  to  these  annual  Leadership  Con- 
ferences. We  are  at  a tremendous  disadvantage 
in  attempting  to  be  advocates  for  organized 
medicine  and  for  our  patients.  Bureaucrats  do 
it  fulltime;  we  do  it  part-time.  They  have  all  the 
years  they  need;  we  have  relatively  short  careers 
in  organized  medicine.  Our  enemies  are  paid; 
we  donate  our  time.  The  best  we  can  do  is  have 
the  expertise  to  be  as  effective  as  possible  in 
the  time  we  are  involved.  The  Leadership  Con- 
ference can  help  in  this  regard. 

Beginning  this  year  we  initiated  a new  system 
for  liaison  in  cooperation  between  the  Arizona 
Hospital  Association  and  the  Arizona  Medical 
Association.  The  Executive  Director  and  Presi- 
dent of  each  attends  the  Board  of  Directors 
Meetings  of  the  other.  This  has  proved  to  be  an 
effective  way  to  communicate  and  share  com- 
mon goals  and  problems.  We  have  the  same 
reciprocal  system  with  the  President  and  Execu- 
tive Director  of  Blue  Shield.  I would  recommend 
that  these  arrangements  be  continued  in  the 
future.  Unity  within  the  profession  and  unity 
within  tlie  health  field  in  general,  again,  has 
become  a matter  of  survival. 

I have  attended  at  least  one  meeting  of  each 
major  committee  and  most  sections,  this  year. 
1 have  visited  several  county  medical  societies 
and  it  is  to  their  great  credit  that  they  put  up 
with  my  speeches  with  courtesy  and  kindness. 
Presiding  over  the  meetings  of  the  Executive 
Committee  and  Board  of  Directors  has  been  an 
educational  experience  without  parallel  for  me. 
I have  attended  each  meeting  of  my  local  coun- 
ty medical  society  Board  of  Directors,  as  well  as 
each  general  meeting  of  my  county  medical 
society.  This,  along  with  my  attendance  at  the 
AMA  meetings,  has  given  me  a broad  picture  of 
all  organized  medicine  this  year.  I am  impressed 
with  the  quality  of  the  leadership  at  all  levels. 
You  can  certainly  feel  confident  in  the  quality 


of  your  representation  and  the  vigor  of  its  lead- 
ership. 

ft  may  be  unfair  to  site  specific  committee 
efforts.  The  PR  Committee  has  shown  new  initi- 
ative and  vigor.  The  Ad  Hoc  Committee  on 
Maternal  and  Child  Care  has  taken  off  with 
four  functioning  systems.  The  Sub-Committee  on 
Rural,  Migrant  and  Indian  Health  and  the  Ad 
Hoc  Committee  on  Locum  Tenens  and  Health 
Manpower  show  great  promise  of  attacking  some 
of  our  most  pressing  problems  in  delivery  of 
health  care.  The  new  Ad  Hoc  Committee  on 
Physician  Rehabilitation  has  been  born.  We 
have  to  attack  our  problems  with  initiative  and 
energy.  At  the  same  time  we  must  set  priorities 
just  as  the  entire  culture  is  learning  to  do.  More 
regular  committees  will  mean  more  staff  time 
and  at  some  point  more  staff.  That  means  more 
dues  money.  Some  areas  of  great  importance 
might  have  to  function  without  staffing  lest  we 
spread  ourselves  too  thin  or  spend  more  than 
we  can. 

Finally,  1 find  it  impossible  to  express  ade- 
quately my  gratitude  to  the  executive  Director, 
Bruce  Robinson,  the  Associate-Executive  Direc- 
tor, Gary  Barnett,  and  their  staff.  It  should  be 
obvious  that  a busy  practicing  physician  could 
not  cope  with  this  job  without  this  kind  of 
expertise.  I must  also  thank  the  members  of  the 
Pediatric  Department  as  well  as  the  entire 
Thomas-Davis  Clinic.  My  colleagues  made  this 
all  possible  by  taking  care  of  my  patients  while 
I was  gone  and  returning  them  to  me  when  I 
came  back.  The  Thomas-Davis  Clinic  gave  me 
support  in  many,  many  ways.  For  this  I must 
forever  be  grateful.  Finally,  my  wife  and  chil- 
dren who  did  without  me  so  much  this  year 
deserve  a large  part  of  the  credit  for  sustaining 
me  through  these  busy  times. 

My  greatest  reward  for  this  year  has  been  the 
opportunity  to  get  to  know  so  many  of  my 
fellow  physicians  so  well.  So  many  of  them  re- 
minded me  of  Robert  Louis  Stevenson  s immor- 
tal words,  “There  are  men  and  classes  of  men 
that  stand  above  the  common  herd  . . . the 
physician  almost  as  a rule.  He  is  the  flower 
(such  as  it  is)  of  our  civilization.  Generosity  he 
has,  such  as  is  possible  to  those  who  practice  an 
art,  never  to  those  who  drive  a trade;  discretion, 
tested  by  a hundred  secrets;  tact,  tried  in  a 
thousand  embarrassments;  and  what  are  more 
important,  Herculean  cheerfulness  and  courage." 
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A MULTIDISCIPLINARY  APPROACH 
TO  THE  STUDY  OF 
NEUROMUSCULAR  DISORDERS 
AT  THE  COLLEGE  OF  MEDICINE 


The  College  of  Medicine,  like  other  academic 
institutions,  brings  together  under  one  roof  in- 
dividuals with  knowledge  and  expertise  in  many 
fields.  This  affords  unique  opportunities  for 
these  individuals  to  bring  their  pooled  talents 
and  interests  to  bear  upon  problems  of  common 
interest.  By  working  together  on  these  problems, 
which  are  invariably  multi-faceted,  solutions  are 
much  more  likely  to  be  found  because  of  the 
varying  approaches  made  possible  by  the  inte- 
gration of  the  efforts  of  workers  from  different 
disciplines. 

This  philosophy  has  been  applied  to  problems 
in  the  pathophysiology  of  the  neuromuscular 
unit  by  Dr.  Raphael  Gruener,  Associate  Professor 
of  Physiology  and  Dr.  Lawrence  Z.  Stern,  Assis- 
tant Professor  of  Neurology.  For  the  past  three 
years  these  faculty  members  have  collaborated 
in  their  work  on  the  elucidation  of  the  etiology 
of  experimentally  induced  corticosteroid  muscle 
atrophy. 

The  project  was  started  in  Dr.  Gruener’s  lab- 
oratory by  examining  the  electrophysiologieal 
and  pharmacological  responses  of  atrophied 
muscle.  Simultaneously,  muscle  samples  were 
analyzed  in  Dr.  Stern’s  laboratory  for  histological 
and  histochemical  alterations.  As  the  work  on 
the  project  progressed,  it  became  obvious  that 
there  were  additional  faculty  present  at  the  AMC 
whose  knowledge  and  expertise  would  greatly 
augment  the  work  initiated  by  Drs.  Gruener  and 
Stern.  Thus,  Dr.  Hyun  Dju  Kim,  Assistant  Pro- 
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fessor  of  Physiology  and  Dr.  Claire  Payne,  lec- 
turer in  Pathology,  were  asked  to  join  the  team. 
Dr.  Kim  has  been  applying  his  knowledge  of 
muscle  protein  chemistry  and  active  transport 
phenomena  while  Dr.  Payne  has  added  the  ultra- 
structural  dimension  to  the  morphological  char- 
acterization of  muscle  with  her  expertise  in  elec- 
tron microscopy. 

The  works  starts  in  the  Clinic  for  Neuromus- 
cular Disorders,  under  the  directorship  of  Dr. 
Stern.  Patients  who  are  diagnosed  as  having 
specific  neuromuscular  disorders  are  informed 
of  the  multi-discipline  research  project  and  in- 
vited to  participate.  Those  who  elect  to  do  so 
provide  a small  sample  of  their  intercostal  muscle 
for  study. 

The  biopsy  is  obtained  by  an  expert  thoracic 
surgeon,  Dr.  Robert  Anderson,  Associate  Profes- 
sor of  Surgery.  His  skill,  in  keeping  the  tissue 
alive,  plays  a key  role  in  the  ensuing  investiga- 
tions. The  muscle  biopsy  is  carried  from  the  op- 
erating room  to  Dr.  Gruener’s  laboratory  in  a 
container  which  keeps  the  muscle  in  a nutritive, 
balanced  salt  solution  with  continuous  oxygena- 
tion. Next  follows  a dissection  procedure  de- 
signed to  divide  the  muscle  into  several  intact 
fascicles.  The  first  portion  of  muscle  is  used  for 
structural  analysis.  Linda  Hanappel,  working  in 
Dr.  Stern’s  laboratory,  processes  the  muscle  for 
complete  histochemical  typing  and  histographic 
measurements.  This  analysis  often  reveals  infor- 
mation which  is  characteristic  of  a particular 
pathologic  state  not  otherwise  obvious  with  rou- 


tine histological  techniques.  A second  portion  of 
the  biopsy  is  used  by  Drs.  Stern  and  Payne  for 
electron  miscroscopic  studies.  Such  observations 
are  essential  to  the  understanding  of  physiologi- 
cal data.  For  example,  biopsies  from  myotonic 
patients  always  demonstrate  some  aspects  of 
functional  denervation,  and  electron  microscopic 
observations  have  corroborated  this  circumstance 
by  revealing  damage  of  the  fine  structure  at  the 
muscle  endplate  region. 

A third  segment  of  the  biopsy  is  used  for  elec- 
trophysiological  and  pharmacological  assays. 
These  procedures,  carried  out  by  Dr.  Gruener 
and  Mr.  David  Markovitz  (a  second  year  medical 
student)  are  designed  to  characterize  the  func- 
tional state  of  the  muscle  and  its  neuronal  input. 
Specifically,  the  hypothesis  which  states  that 
many  muscle  diseases  are  neurogenic  is  being 
tested.  Intracellular  electrical  measurements, 
response  of  the  muscle  to  drugs  such  as  tetrodo- 
toxin,  caffeine  and  acetylcholine,  and  the  inter- 
action between  the  transmitter  release  and 
muscle  membrance  permit  a reasonably  complete 
characterization  of  the  biopsy.  The  fourth  piece 
of  muscle  is  used  by  Dr.  H.  D.  Kim  for  biochem- 
ical analyses  of  the  contractile  proteins  of  the 
muscle. 

This,  then,  serves  as  an  example  of  how,  by 
combining  the  interests,  talents  and  efforts  of  a 
group  of  individuals  trained  in  different  special- 
ties, it  is  possible  to  analyze  a single  problem  by 
breaking  it  into  tiny  pieces,  the  better  to  learn 
of  the  nature  and  cause  of  disease. 
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Clinical  Oncology 
In  Arizona 


This  new  section  in  Arizona  Medicine  is  spe- 
cifically targeted  to  the  subject  of  cancer  care  in 
the  state  of  Arizona.  Recognition  of  the  impor- 
tance of  cancer  management  has  been  under- 
scored by  the  establishment  of  the  conquest  of 
cancer  as  a national  goal.  In  addition  to  mark- 
edly increase  efforts  towards  support  of  re- 
search through  the  National  Cancer  Institute 
and  the  American  Cancer  Society,  patient  care 
activities  have  also  been  strengthened.  In  this 
column,  current  concepts  in  cancer  management 
and  recent  advances  in  cancer  research  that  are 
relevant  to  Arizona,  will  be  discussed  each 
month.  Cancer  therapy  is  currently  changing  at 
an  extraordinarily  rapid  rate,  and  the  views  ex- 
pressed on  this  page  should  not  be  considered  as 
static  recommendations.  The  editors  of  this  col- 
umn will  select  key  topics  and  invite  interested 
physicians  and  allied  health  professionals  from 
Arizona  to  write  components  related  to  areas  of 
their  expertise  in  cancer. 

Editors:  Paul  H.  Duffey,  M.D.,  F.A.C.P., 
Hematology-Oncology,  The  Tucson  Clinic,  Tuc- 
son, Arizona  85716;  Sydney  E.  Salmon,  M.D. 
Head,  Section  of  Hematology  and  Oncology, 
University  of  Arizona  College  of  Medicine,  Tuc- 
son, Arizona  85724. 
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THERAPY  OF  ACUTE  LEUKEMIA 

BRIAN  G.  M.  DURIE,  M.D. 

The  first  medical  descriptions  of  leukemia 
were  in  the  Edinburgh  Medical  and  Surgical 
Journal  of  1845.  Until  25  years  ago,  acute  leu- 
kemia (the  progressive  accumulation  of  abson- 
mal  blast  cells  in  bone  marrow  an  dother  tis- 
ses),  resulted  in  anemia,  bleeding,  infection  and 
death  within  three  months.  With  the  introduc- 
tion of  anti-cancer  drugs  and  their  use  in  com- 
bination chemotherapy  within  the  past  decade, 
95%  of  children  with  acute  lmphocytic  leukemia 
( ALL ) and  50%  of  adults  with  acute  myelocy- 
tic leukemia  (AML)  can  achieve  initial  com- 
plete remission. 

The  management  of  ALL  has  now  become 
quite  standardized.  Indeed,  a major  editorial  in 
the  New  England  Journal  of  Medicine  recently 
outlined  an  excellent  approach  to  therapy.1 
Nonetheless,  early  pediatric  hematology/oncol- 
ogy consultation  is  indicated  in  order  to  insure 
optimal  remission  induction,  consolidation,  and 
maintenance  therapy.  In  essence,  remission  in- 
duction is  achieved  with  weekly  intravenous  in- 
jections of  vincristine  for  four  weeks  plus  daily 
oral  prednisone  therapy.  Allopurinal  may  be 
necessary  to  prevent  hyperuricemia  during  in- 
duction chemotherapy.  Baseline  lumbar  punc- 
ture is  also  necessary  with  careful  review  of  a 
Wright’s  stained  cytocentrifuge  preparation  for 
leukemic  cells.lt  is  still  not  clear  what  represents 
the  best  treatment  and  prophylaxis  of  CNS  leu- 
kemia although  CNS  treatment  is  mandatory  in 
all  cases  of  ALL.  Both  intrathecal  methotrexate 
and  2400  rads  of  craniospinal  irradiation  are  ef- 
fective, but  have  neurotoxicity,  and  the  long  term 
effects  of  the  latter  are  uncertain.  At  least  80% 
of  patients  must  have  undetectable  CNS  involve- 
ment initially,  as  statistics  have  shown  that  80% 
of  cases  will  suffer  leukemic  relapses  arising 
from  the  brain  unless  CNS  treatment  is  given. 
Therefore,  every  patient  should  receive  intra- 
thecal methotrexate  and/or  cranio-spinal  irradia- 
tion for  prophylaxis  as  well  as  subsequent  intra- 
thecal therapy  if  necessary.  After  complete  re- 
mission is  obtained,  consolidation  therapy  is 

From:  Section  of  Hematology  and  Oncology,  U.  of  A.,  College 
of  Medicine,  Tucson,  AZ. 


given  over  the  next  six  months  with  a standard 
schedule  comprised  of  daily  oral  6-mercaptopur- 
ine  (6-MP)  plus  weekly  methotrexate  or  cyclo- 
phosphamide or  both,  and  monthly  pulses  of  vin- 
cristine and  prednisone.  Thereafter,  6-MP,  meth- 
otrexate, and/or  cyclophosphamide  are  contin- 
ued for  maintenance  with  pulse  vincristine  and 
prednisone  every  3 to  6 months.  It  is  still  con- 
troversial as  to  when  maintenance  therapy 
should  be  stopped.  Statistics  have  shown  that 
patients  who  have  received  adequate  prophylac- 
tic CNS  therapy  and  multiple  agent  chemother- 
apy ( as  described  above ) who  remain  in  com- 
plete remission  for  two  to  three  years  have  a 
markedly  improved  prognosis.  In  such  cases,  the 
risk  of  relapse  following  cessation  of  therapy  is 
about  1 in  10.  Since  the  risk  of  fatal  infection 
from  further  chemotherapy  is  of  the  same  order 
of  magnitude  as  that  of  leukemic  relapse,  many 
specialists  now  favor  stopping  therapy  after  two 
to  three  years  rather  than  continuing  it  for  five 
or  more  years.  The  role  of  adjuvant  immuno- 
therapy remains  speculative.  Mathe  has  shown 
prolongation  of  disease-free  survival  using  BCG 
plus  irradiated  leukemic  cells,  whereas  the  Med- 
ical Research  Council  (MRC)  failed  to  show 
benefit  from  adjuvant  BCG  alone.  Further  work 
is  necessary  to  standardize  BCG  preparations, 
other  adjuvants,  and  leukemic  cell  preparations, 
and  to  clarify  the  mechanisms  and  magnitude  of 
the  effects  produced.  The  most  important  ad- 
vance in  therapy  has  come  from  the  intensive 
chemotherapy  programs.  For  childhood  ALL, 
several  groups  have  recorded  five-year  leukemia- 
free  survival  of  50%  suggesting  that  a signifi- 
cant fraction  of  this  group  may  be  cured.  For 
treatment  failures,  or  relapsing  patients,  other 
agents  now  available  for  treatment  include  cyto- 
sine arabinoside,  and  the  investigational  drugs, 
L-asparaginase,  adriamvcin,  daunorubicin,  and 
5-azacytodine. 

Treatment  for  acute  myeloblastie  leukemia  in 
adults  is  still  mostly  investigational  in  that  no 
standard  treatment  is  available  which  can  (1) 
regularly  produce  complete  lasting  remission, 
and  (2)  is  without  major  morbidity  and  mortal- 
ity. Nonetheless,  with  the  introduction  of  cyto- 
sine arabinoside  (Ara.  C)  a cytidine  analog,  and 
daunorubicin  ( anthryacycline  antibiotic),  effec- 
tive intensive  combination  chemotherapy  sched- 
ules have  been  developed  which  can  produce 
over  50%  complete  remissions  with  induction 
therapy.  However,  because  of  impaired  host  de- 
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fenses,  patients  over  the  age  of  70  fare  well  less 
frequently.  Knowledge  of  cell-cycle  kinetics  in 
relation  to  scheduling  of  these  cytotoxic  drugs 
has  been  critical  in  view  of  the  fact  that  in 
advanced  leukemia,  myeloblasts  have  a marked- 
ly prolonged  resting  period  between  cell  divi- 
sions. Specifically,  the  use  of  cytosine  arabino- 
side  which  only  kills  leukemic  cells  while  they 
are  going  through  the  DNA  synthetic  phase  of 
the  cell  cycle  requires  that  treatment  be  given 
with  a prolonged  infusion  or  multiple  subcutane- 
ous injections  for  at  least  five  days.  Using  cyto- 
sine arabinoside  in  various  combinations  with 
daunorubicin,  thioguanine,  vincristine  and  pred- 
nisone, several  groups  have  reported  a 50-60% 
complete  remission  induction  rate  in  adults  with 
AML.  Unfortunately,  in  contrast  to  ALL,  a 2-4 
week  period  of  sever  bone  marrow  hypoplasia 
appears  essential  to  achieve  complete  remission 
and  regrowth  of  normal  bone  marrow.  For  this 
dangerous  period  of  host  impairment,  the  faci- 
lities of  a large  center  should  be  available  to 
provide  red  cell,  platelet,  and  white  cell  transfu- 
sion support.  Although  platelet  transfusions  are 
now  readily  available  both  in  Phoenix  and  Tuc- 
son, the  addition  of  a white  cell  transfusion  pro- 
gram at  the  University  of  Arizona  Medical  Cen- 
ter in  Tucson  was  a very  recent  event.  Within 
the  near  future  it  is  hoped  that  this  program 
will  be  extended  to  both  cities. 

For  patients  in  whom  bacterial  sepsis  is  at  all 
suspected  ( particularly  in  granulocytopenic  pa- 
tients ) complete  culturing  and  early  intensive 
combination  antibiotic  treatment  with  a com- 
bination of  keflin,  carbenicillin  and  gentamycin 
is  definitely  indicated.  Such  antibiotic  therapy 
should  be  initiated  as  soon  as  cultures  are  ob- 
tained and  should  be  continued  for  at  least  10 
days  or  until  both  granulocyte  recovery  and  clear 
resolution  of  infection  has  occurred.  Use  of  a 
protected  environment  (e.g.  laminar  flow  room) 
for  housing  granulocytopenic  patients  dramatic- 
ally reduces  the  incidence  of  infection  and  there- 
by reduces  morbidity  and  mortality  from  infec- 
tion during  induction  chemotherapy.  Flowever, 
use  of  a protected  environment  is  not  essential, 
and  rarely  feasible;  short  of  that,  simple  re- 
verse isolation  procedures  are  adequate.  Because 
of  the  difficulties  with  remission  induction,  there 
is  as  yet  no  standard  approach  to  CNS  involve- 
ment in  adults  although  many  employ  intrathecal 
cytosine  arabinoside  alone  or  with  methotrexate 


and/or  cranio-spinal  irradiation.  There  are  a 
number  of  schedules  of  remission  consolidation 
therapy  most  of  which  result  in  a median  dura- 
tion of  remission  of  9 to  12  months.  The  very 
intensive  "L-2”  schedule  of  Clarkson  at  Memor- 
ial Hospital  in  New  York  looks  as  if  it  may  be 
better  with  a projected  50%  of  patients  surviv- 
ing two  years.2  Use  of  adjuvant  immunotherapy 
in  AML  is  controversial  although  promising. 
BCG  plus  irradiated  AML  cells  have  shown  bene- 
fit in  one  English  study,  although  the  increase 
in  remission  duration  over  that  achieved  with 
chemotherapy  alone  remains  to  be  seen.  Cur- 
rent efforts  are  therefore  directed  toward  de- 
veloping better  remission  induction  therapy.  For 
example,  in  the  Southwest  Oncology  Group,  on- 
going trials  include  continuous  10-day  therapy 
with  Ara.  C along  with  vincristine  and  predni- 
sone with  and  without  initial  adriamycin.  Early 
data  suggest  that  results  may  be  better  than 
with  the  5-day  schedules.  Unfortunately,  there 
are  no  new  very  active  drugs  available  for  trial 
in  AML.  There  has  been  some  recent  interest  in 
pre-leukemia  or  smoldering  AML  for  which  ini- 
tial immunotherapy  ( for  instance,  BCG ) may  be 
helpful.  Thus,  our  knowledge  of  management 
of  the  AML  has  clearly  improved  as  remissions 
can  now  be  induced  frequently  if  sufficient  sup- 
portive therapy  is  available.  The  frequency  of 
remission  seen  in  AML  is  similar  to  that  which 
occurred  in  ALL  approximately  one  decade  ago 
and  provides  hope  that  more  standardized  and 
less  toxic  therapy  will  be  developed. 

With  all  of  the  considerations  listed  above,  it 
is  clear  that  treatment  of  acute  leukemia  patients 
in  Arizona  who  have  either  ALL  or  AML  re- 
quires specialized  multidisciplinary  medical  care. 
Hematologists  and  medical  oncologists  treating 
such  patients  need  to  have  not  only  megavoltage 
radiotherpy  facilities  available,  but  also  need 
diversified  blood  bank  and  clinical  pathology 
support.  In  the  instance  of  adults  with  acute 
leukemia  (especially  under  the  age  of  70)  re- 
ferral to  major  centers  with  specialized  suppor- 
tive facilities  is  often  warranted  to  maximize  the 
chance  of  success  in  inducing  the  initial  remis- 
sion. 

REFERENCES 

1.  Oncologists’  Reply:  Survival  Expectancy  in  Acute  Lym- 

phocytic Leukemia,  Editorial,  N.  Eng.  J.  of  Med.,  287:769,  1972. 

2.  Acute  Mvelocvtic  Leukemia  in  Adults,  Bayard  D.  Clarkson, 
Cancer,  30:1572,  1972. 

3.  Acute  Lymphocytic  Leukemia  in  Childhood,  Joseph  Si- 
mone, Sem.  in  Hemat.,  11:25,  1974. 

4.  Acute  Leukemia  in  Adults.  M.  E.  J.  Beard,  G.  Hamilton 
Fairley,  Sem.  in  Hemat.,  11:5,  1974. 


284  APRIL  1974  ® XXXI  ® 4 


Topics  Of 
Current 
Medical  1 nteresl  J 


ARMA'S  COMMITTEE  FOR  PHYSICIAN  REHABILITATION 


A committee  has  been  established,  to  serve 
under  the  combined  authority  of  the  Board  of 
Directors  of  the  Arizona  Medical  Association  and 
the  Board  of  Medical  Examiners,  for  the  purpose 
of  assisting  physicians  who  have  physical  or 
emotional  problems  which  may  be  affecting  or 
impairing  their  proficiency  in  practice  and  the 
quality  of  their  medical  or  surgical  activities. 

As  you  are  aware,  the  responsibilities  of  the 
physician  toward  his  patient  are  paramount. 

A physician  may  be  troubled  or  ill  by  virtue 
of  such  problems  as  alcoholism,  drug  dependen- 
cy, psychosis  or  personality  problems. 

It  has  been  statistically  determined  that  ap- 
proximately 3%  of  physicians  are  alcoholic,  an- 
other 2%  have  problems  with  drugs,  over  1% 
have  emotional  difficulties  or  illnesses.  Further- 
more, there  are  some  who  persist  in  practicing 
procedures  ( surgical,  for  instance ) in  which  they 
have,  by  virtue  of  illness  or  age,  lost  proficiency, 
to  a degree  which  may  imperil  their  devoted 
patients. 

At  times  a spouse  sees  the  need  for  interven- 
tion but  does  not  know  where  or  how  to  obtain 
help  without  risking  drastic  and  damaging  con- 
sequences. 

Often  only  after  patients  have  been  harmed, 
the  status  and  reputation  of  the  profession  dam- 
aged and  the  sick  doctor’s  life  and  happiness 
disrupted,  does  the  problem  receive  not  only 
attention  but  condemnation. 

The  belated  consequences  of  such  quandaries 
are  too  often  exposure,  disgrace,  litigation  and 
even  suicide  for  the  doctor,  and  grief  and  trag- 
edy for  some  of  his  patients. 

Although  the  Board  of  Medical  Examiners  has 
traditionally  been  available  for  help  and  counsel 
in  such  cases,  it  is  often  seen  as  a court  of  last 
appeal.  Because  of  the  Board  of  Medical  Ex- 
aminer’s primary  responsibility  toward  mainte- 
nance of  high  medical  standards  in  the  interests 
of  the  patients,  the  sick  doctor  fears  and  avoids 
exposure  to  that  body. 


The  Arizona  Medical  Association's  Committee 
for  Physician  Rehabilitation  is  therefore  estab- 
lished to  provide  a more  timely  source  of  advice, 
counsel  and  assistance  to  the  troubled  physician 
and  those  who  are  concerned  for  him. 

The  committee  (termed  “Sick  Doctor  Commit- 
tee” in  several  states  which  have  already  estab- 
lished them)  will  accept  referrals  from  a variety 
of  sources  — from  the  troubled  physician  himself, 
his  family,  his  colleagues,  his  hospital,  his  County 
Medical  Society.  The  Board  of  Medical  Examin- 
ers will  also  refer  such  cases  which  come  into 
its  purview. 

The  doctor-'patient”  or  “client"  will  be  inter- 
viewed by  the  committee. 

The  committee’s  primary  orientation  is  toward 
helpful  and  rehabilitative  efforts.  These  may  in- 
clude recommendations  for  private  medical  or 
psychiatric  treatment. 

Since  the  committee  is  responsible  to  the  medi- 
cal profession  at  large,  i.e.,  the  Arizona  Medical 
Association  and  Board  of  Medical  Examiners,  it 
may,  when  the  circumstances  require,  implement 
the  authority  of  those  bodies,  setting  or  recom- 
mending conditions,  to  be  met  by  the  doctor- 
patient,  or  limitations  to  his  practice  or  activities. 

It  is  the  hope  of  your  medical  association  and 
this  committee  that  you  as  individuals  and  physi- 
cians concerned  with  the  needs  of  the  public  and 
our  profession  will  find  this  committee  a useful 
and  desirable  tool.  A letter  or  phone  call  to  one 
of  the  committee,  or  to  Bruce  E.  Robinson,  our 
Executive  Director  will  put  you  in  touch. 

The  Committee  includes: 

Otto  L.  Bendheim,  M.D. 

William  E.  Bishop,  M.D. 

John  T.  Clymer,  M.D. 

Robert  I.  Cutts,  M.D. 

Donald  L.  Damstra,  M.D. 

Laurence  M.  Linkner,  M.D. 

Edward  Sattenspiel,  M.D. 

Karl  E.  Voldeng,  M.D. 

Richard  E.  H.  Duisberg,  M.D.,  Chairman 
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Medical  History 


MEDICAL  FEES  OF  AN  EARLIER  ERA 


AUDREY  D.  STEVENS 


Along  with  taxes,  medical  expenses  have  al- 
ways been  a gripe.  Hospital  bills  and  physicians’ 
fees  have  never  satisfied  the  laymen,  and  it 
doubtful  if  they  ever  will.  In  September  of  1879 
many  patients  were  not  over-joyed  with  the  con- 
tents of  a letter  written  at  New  England  Hospi- 
tal for  Women  and  Children,  Massachusetts. 

“The  terms  for  admission  of  patients  to  the 
N.E.H.  vary  somewhat  according  to  the  number 
of  patients  in  the  wards.  If  a patient  wishes  a 
room  to  herself  and  to  have  the  services  of  a 
nurse  she  pays  $25  per  week  — if  she  is  willing  to 
occupy  a room  with  one  other  patient  the  price  is 
$15  per  week.  If  she  goes  into  a ward  with  two 
or  three  others,  (and  just  here  I will  say  that 
our  largest  wards  contain  but  four  beds)  the 
charge  is  but  $10  per  week.  These  prices  cover 
all  expenses  save  washing  of  the  personal  linen. 
No  difference  is  made  in  the  medical  treatment, 
nursing,  board,  etc.  on  account  of  price.” 

According  to  other  letters  from  this  hospital, 
exceptions  were  made  and  in  special  cases  the 
weekly  rate  was  reduced  to  as  little  as  five 
dollars. 

In  1910  at  Gila  General  Hospital,  Globe,  the 
charge  for  hospitalization  for  an  appendectomy 
was  $4.37.  (It  is  noted  in  their  records  that  the 
patient  ate  23  meals.)  In  1914  at  the  same  hos- 
pital a caesarian  section  was  performed.  Seven- 
teen days  later  the  patient  was  discharged,  and 
her  hospital  fee  was  $64.00. 

To  put  it  mildly,  in  territorial  days  the  expense 
of  running  a hospital  were  not  high.  According 
to  a card  file  in  the  library  of  the  Arizona  His- 
torical Society,  “In  1880  St.  Mary’s  Hospital 
housed  twelve  patients  and  had  a staff  of  seven. 
The  annual  cost  was  $1,212.00.” 
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Physicians’  fees  have  been  under  fire  since  be- 
fore the  Revolutionary  War.  The  Colony  of  Vir- 
ginia established  a medical  fee  bill  in  1736,  forty 
years  before  the  Declaration  of  Independence. 
Ten  shillings  was  the  charge  allowed  for  a visit 
and  a prescription  within  five  miles  of  the  doc- 
tor’s office.  In  1876  the  going  rate  was  $2.00  a 
visit. 

As  people  migrated  westward,  medical  fees 
were  established  by  the  physicians.  In  1829  the 
medical  faculty  of  St.  Louis,  Missouri,  drew  up 
a long  list  of  medical  fees  covering  practically 
all  the  illnesses  known  to  man.  There  was  a year- 
ly rate  of  attending  one  person  for  $20.00,  two 
persons  $25,00,  three  persons  $30.00  etc. 

In  1871  Dr.  John  Charles  Handy  was  urged 
by  Mr.  Samuel  Hughes  to  start  practicing  in 
Tucson,  but  Dr.  Handy  stated  he  would  practice 
in  Tucson  providing  that  twenty-five  families 
would  agree  to  pay  him  $100.00  a year  for  his 
medical  services.  This  was  soon  accomplished, 
and  Dr.  Handy  had  a very  successful  practice  in 
Tucson  until  he  died  in  a gun  fight. 

In  1882  the  physicians  of  New  Mexico  must 
have  been  wishful  thinkers  as  they  drew  up  a 
fee  bill,  for  at  the  end  of  the  list  was  written, 
“NOTE:  Collect  bill  as  service  is  rendered!!  Do 
not  permit  any  bill  to  go  longer  than  30  days.” 

In  spite  of  the  medical  fees  set  up  by  physi- 
cians, most  pioneer  doctors  were  frequently  paid 
in  poultry,  cattle,  tobacco  and  vegetables.  Many 
times  they  were  happy  to  receive  any  type  of 
payment. 

Among  the  different  types  of  pavments  was  a 
Mexican  scarf  given  to  Dr.  Nelson  Bledsoe  as  a 
fee  for  performing  an  operation  in  Bisbee  for  an 
abcess  of  the  liver.  The  operation  was  performed 
on  the  kitchen  table  at  the  patient’s  home. 

Dr.  Clarence  Gunther  was  presented  by  the 


Yaqui  Indians  with  a parchment  scroll  granting 
him  hunting  privileges  in  Yaqui  country  ( See 
Arizona  Medicine,  March  1967).  Dr.  Gunther 
later  practiced  in  Globe. 

Dr.  Arthur  Carlson,  Jerome,  told  the  writer  of 
receiving  a hand  made  patchwork  quilt  from  a 
grateful  housewife  whose  arm  Dr.  Carlson  had 
set. 

Dr.  James  H.  Taggart,  Yuma,  was  known  for 
his  kindness  to  the  Indians,  yet  the  following 
was  located  in  Dr.  Orville  Harry  Brown’s  col- 
lection and  reads:  “Captain  Jack  Mellon  was  one 
of  the  widely  known  steamboat  men  on  the  Colo- 
rado. It  is  told  that  Mellon’s  wife  was  ill  and  Dr. 
Taggart,  the  only  medical  man  in  town,  was 
called  to  attend  her.  When  Mrs.  Mellon  had  re- 
covered, Dr.  Taggart  presented  her  husband 
with  an  exorbitant  bill  for  $500.00.  Captain  Mel- 
lon paid  it  and  said  nothing.  Some  little  time 
later  Dr.  Taggart  was  called  to  Ehrenberg  on  a 
serious  case  and  Captain  Mellon  took  him  up 
the  river  in  the  Steamer  Mohave.  When  they  re- 
turned and  Dr.  Taggart  offered  to  pay  his  fare, 
Captain  Mellon  took  a ruler  and  measured  the 
doctor,  then  after  long  calculations  and  delibera- 
tions, informed  him  that  his  bill  was  $500.00. 
When  Dr.  Taggart  protested,  Mellon  reminded 
him  that  the  physician’s  bill  had  been  paid  with- 
out a murmur  and  with  a drawn  pistol  quietly 
informed  him  that  he  rather  expected  that  he 
would  have  to  pay  the  $500.00.”  The  money  was 
not  long  in  changing  hands.” 

An  amusing  attempt  at  collecting  a fee  was 
printed  in  Pacific  Medical  and  Surgical  Journal, 
July  1881,  and  reads:  “IS  THE  BABY  MARKED, 
DOCTOR?”  inquired  the  anxious  father  whose 
former  child  was  marked,  and  who  had  not  paid 
his  former  bill.  Yes,  it  is  marked  C.O.D.  was  the 
answer.  Both  bills  were  soon  paid.” 
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ArMA  Reports 


THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE  BEEN  EDITED  TO 
CONSERVE  SPACE.  A COMPLETE  COPY  OF  THE  MINUTES  OF  ANY  MEET- 
ING WILL  BE  MAILED  TO  ANY  MEMBER  REQUESTING  THEM. 


LEGISLATIVE  COMMITTEE 

Meeting  of  the  Legislative  Committee  of  the  Arizona 
Medical  Association,  Inc.,  held  at  810  W.  Bethany  Home 
Road,  Phoenix,  Arizona,  on  Saturday,  January  26,  1974, 
a quorum  being  present,  convened  at  1:10  p.m.,  Richard 
O.  Flynn,  M.D.,  Chairman,  presiding. 

OPENING  REMARKS 

WELCOME 

Dr.  Flynn  welcomed  all  guests  and  members  to  the 
first  Legislative  Committee  meeting  of  the  year. 
ArMPAC 

Dr.  Langston  reported  on  the  activities  of  the  Arizona 
Medical  Political  Action  Committee. 

DEFINITION  OF  TERMS 

Dr.  Flynn  explained  that  the  Association  had  utilized 
five  terms  for  action  on  specific  bills  the  past  three  years 
and  that  this  procedure  had  worked  well.  The  definition 
of  terms  are  as  follows: 

Active  Support:  Means  approval  of  bill  and  maximum 
staff  time  and  financial  expenditures  (including  legal 
counsel)  will  be  made  to  achieve  enactment. 

General  Support:  Means  approval  of  the  principle  of 
the  bill  but  that  staff  time  and  financial  expenditure  will 
be  limited. 

No  Action:  Means  no  position  has  been  taken  one  way 
or  the  other  on  the  bill. 

Nonsupport:  Means  disapproval  of  this  bill  but  that 
staff  time  and  financial  expenditures  will  be  limited  to 
defeat  this  bill. 

Active  Nonsupport:  Means  disapproval  of  bill  and  that 
maximum  staff  time  and  financial  expenditures  (includ- 
ing legal  counsel)  will  be  expended  to  achieve  defeat  of 
the  bill. 

CONSIDERATION  OF  PROPOSED 
LEGISLATION 

S.B.  1022  — Health  Services  — Conforming  Changes  — 
Powers 

Dr.  Schamadan  explained  S.B.  1022,  which  prescribes 
conforming  statutory  changes  relative  to  the  Department 
of  Health  Services  enacted  during  the  last  regular  session 
of  the  Arizona  Legistlature  as  H.B.  2004.  The  bill  pro- 
vides for  contraction  of  authority,  regulation  of  retail 
meat,  prescribing  sanitary  requirements  for  certain  facili- 
ties, cooperation  with  the  Atomic  Energy  Commission, 
etc. 

288  APRIL  1974  • XXXI  • 4 


It  was  moved  and  carried  to  recommend  that  the  Ari- 
zona Medical  Association  take  no  action  on  S.B.  1022 
prescribing  conforming  statutory  changes  relative  to  the 
Department  of  Health  Serivces;  however,  to  keep  abreast 
of  the  legislation  as  it  develops. 

Medical  Assistance  (Title  XIX) 

A proposed  bill  in  rough  draft  providing  for  medical 
assistance  in  conformity  with  Title  XIX  of  the  Federal 
Social  Security  Act,  which  provides  for  services,  eligibil- 
ity, procedures,  powers,  and  duties,  and  for  the  adminis- 
tration by  the  Department  of  Health  Services,  was  re- 
viewed. It  was  noted  that  the  draft  does  not  include  an 
effective  date  and  timetable  for  implementation,  appro- 
priations, or  cost  controls. 

It  was  moved  and  carried  to  recommend  continuation 
of  the  Association’s  general  suport  of  the  concept  of  Title 
XIX  in  Arizona  pointing  out  our  concern  of  the  cost  such 
a program. 

H.B.  2111  — Comprehensive  Health  Care  Plan 

H.B.  2111  establishes  a state  comprehensive  health 
care  plan  the  purpose  of  which  is  to  encourage  and  es- 
tablish the  availability  of  comprehensive  health  insurance 
coverage  to  all  citizens  of  the  state.  Incentives  are  creat- 
ed to  encourage  the  use  of  qualified  and  comprehensive 
state  health  care  plans  to  meet  the  comprehensive  medi- 
cal care  needs  of  the  citizens;  creating  state  health  care 
pools  by  insurance  companies  to  which  coverage  is 
made  available  to  all  citizens  for  whom  coverage  is  not 
otherwise  available,  such  as  the  indigent  and  uninsur- 
able. 

It  was  moved  and  carried  to  take  no  action  on  the 
comprehensive  health  care  plan  until  such  time  as  the 
introduced  bill  is  available  for  consideration  by  this  com- 
mittee. 

B,  1035  — Mental  Evaluation,  Treatment,  Commitment 

S.B.  1035  provides  for  mental  health  evaluation,  com- 
mitment and  treatment  of  persons  suffering  mental  dis- 
orders, and  the  procedures,  rights,  and  duties  affecting 
such  persons  by  repealing  the  current  statutes  and  adding 
new  provisions.  Dr.  Haeussler  representing  the  Arizona 
Psychiatric  Society  requests  the  Association’s  support  of 
such  legislation,  pointing  out,  however,  several  changes 
they  would  wish  made  to  the  current  bill. 

It  was  moved  and  carried  to  recommend  that  the  As- 
sociation support  S.B.  1035  in  principle  with  appropriate 
amendments  from  the  Arizona  Psychiatric  Society. 
Uniform  Controlled  Substances  Act 

A rough  draft  of  the  Uniform  Controlled  Substances 


Act  with  the  revision  of  the  Pharmacy  Act  was  received. 
It  was  noted  that  this  was  the  third  year  that  such  a 
proposal  was  introduced  into  the  legislature. 

It  was  moved  and  carried  to  support  the  principle  of 
the  Uniform  Controlled  Substances  Act  requesting  the 
Section  on  Drug  Abuse  of  the  Professional  Committee  to 
review  for  further  recommendations. 

S.B.  1011  — Health  Care  Institution  Emergency  Services 

S.B.  1011  providing  that  certain  health  care  institu- 
tions shall  provide  emergency  services  was  considered.  It 
was  noted  that  the  bill  had  been  heard  by  the  Senate 
Public  Health  and  Welfare  Committee  and  held  indefi- 
nately.  Dr.  Schamadan  informed  the  Committee  that  he 
had  testified  before  the  Senate  Public  Health  and  Wel- 
fare Committee  indicating  that  the  intent  of  the  bill 
could  be  handled  by  rules  and  regulations  of  the  Depart- 
ment of  Health  Services. 

It  was  moved  and  carried  to  take  no  action  on  S.B. 

1011. 

S.B.  1020  — Cease  and  Desist  Orders 

S.B.  1020  provides  local  health  departments  with  the 
authority  to  seek  injunctions  for  violations  of  health  laws 
and  regulations  where  a clear,  present,  and  immediate 
danger  to  the  public’s  health  exists.  Dr.  Kossuth  explain- 
ed the  bill  indicating  that  this  was  the  second  or  third 
year  the  bill  was  introduced. 

It  was  moved  and  carried  to  generally  support  S.B. 

1020. 

Solid  Waste 

Legislation  to  be  introduced  by  the  Department  of 
Health  Services  to  provide  specific  authority  to  establish 
a comprehensive  solid  waste  management  program  which 
will  encourage  recycling  and  the  use  of  private  enter- 
prise was  reviewed. 

It  was  moved  and  carried  to  offer  general  support  of 
legislation  to  provide  for  a comprehensive  solid  waste 
management  program. 

H.B.  2002  — Mobile  Emergency  Paramedics 

H.B.  2002  provides  for  the  establishment  of  a program 
for  instruction,  training,  certification,  and  utilization  of 
mobile  emergency  paramedics  by  certain  hospitals. 

It  was  moved  and  carried  to  offer  general  support  to 
H.B.  2002. 

Emission  Control  Device  Affidavits 

Proposed  legislation  by  the  State  Department  of  Health 
Services  was  considered  which  would  eliminate  the  re- 
quirement that  an  affidavit  be  completed  attesting  that 
a motor  vehicle  of  1968  or  later  vintage  is  equipped  with 
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an  approved  emission  control  device  at  the  time  of  ap- 
plication for  a certificate  of  registation.  It  was  noted 
that  the  owner  of  a vehicle  cannot  truly  attest  that  an 
emission  control  device  is  operating  effectively. 

It  was  moved  and  carried  to  offer  general  support  to 
proposed  legislation  providing  for  the  elimination  of 
Emission  Control  Device  Affidavits. 

H.B.  2098  — Appropriation  for  the  Premature  Transport 
Program 

State  Department  of  Health  is  requesting  supplement- 
al funds  of  one  hunderd  eighty-six  thousand  five  hun- 
dred ninety-six  dollars  to  support  the  premature  trans- 
port program  through  June  30,  1974.  Dr.  Kossuth  in- 
dicated that  the  State  Department  of  Health  had  under- 
estimated the  amount  of  funds  necessary  to  provide  for 
the  program  through  June  30,  1974  due  to  tire  increased 
use  of  the  program. 

It  was  moved  and  carried  to  actively  support  the  sup- 
plemental appropriations  for  the  premature  transport 
program. 

Noise  Pollution 

Proposed  legislation  by  the  Department  of  Health 
Services  to  conduct  and  evaluate  existing  data  on  noise 
and  specific  noise  problems  in  Arizona  was  explained 
by  Dr.  Kossuth. 

It  was  moved  and  carried  to  actively  support  legisla- 
tion providing  for  a study  on  noise  pollution. 

H.B.  2068  — Clinical  Laboratory’s  Division 

H.  B.  2068  removes  the  requirements  that  clinical 
laboratory’s  division  be  self-supporting.  It  was  noted  that 
the  Association  has  supported  such  legislation  in  the  past 
two  years. 

It  was  moved  and  carried  to  offer  general  support  to 
H.B.  2068  removing  the  self-supporting  provision  from 
the  statutes. 

State  Laboratory  Revolving  Fund 

Dr.  Kossuth  explained  proposed  legislation  which 
would  establish  a permanent  revolving  fund  for  the  State 
Laboratory,  allowing  it  to  collect  fees  from  other  agen- 
cies to  support  work  performed  for  such  agency  by  the 
State  Laboratory.  Further,  that  the  proposed  legislation 
would  authorize  the  Laboratory  to  contract  with  state 
and  federal  agencies  for  laboratory  services. 

It  was  moved  and  carried  to  generally  support  a State 
Laboratory  Revolving  Fund. 

Health  Care  Institution 

Dr.  Kossuth  informed  the  Committee  that  legislation 
was  being  proposed  to  amend  the  exemption  of  private 
offices  and  clinics  of  practitioners  of  healing  arts  and 
certain  clinics  operated  by  a county  or  state  department 
from  licensure  as  a health  care  institution.  Currently, 
only  the  private  offices  and  clinics  of  physicians  where 
patients  are  not  kept  overnight  as  bed  patients  or  treated 
otherwise  under  general  anesthesia  are  exempted  and, 
technically,  the  State  Department  of  Health  Services 
should  be  licensing  the  other  practitioners’  offices  and 
clinics. 

It  was  moved  and  carried  to  offer  general  support  to 
the  proposed  legislation  mending  the  provisions  for  the 
licensing  of  health  care  institutions. 

Alcohol  and  Drug  Detoxification 

Dr.  Kossuth  explained  that  legislation  was  being  pro- 


posed by  the  State  Department  of  Health  Services  which 
would  enable  it  to  establish  state  regulations  for  alcohol 
and  drug  detoxification  or  treatment  programs,  which 
will  strengthen  the  existing  federal  regulations.  That  this 
legislation  would  ensure  the  proper  control  and  usage  of 
narcotics  or  other  dangerous  drugs  in  the  treatment  of 
addition  to  or  dependency  on  alcohol  or  other  drugs.  It 
was  noted  that  the  Section  on  Drug  Abuse  of  the  Pro- 
fessional Committee  had  reviewed  the  proposed  legisla- 
tion and  feel  that  there  are  no  major  areas  of  conflict  to 
the  practice  of  medicine  and  that  the  bill  would  assist 
those  physicians  licensed  to  manage  the  drug  abuse  pro- 
grams. The  Section  on  Drug  Abuse  does  not  oppose  pas- 
sage of  the  proposed  legislation. 

It  was  moved  and  carried  to  receive  proposed  legisla- 
tion providing  for  regulations  for  alcohol  and  drug  de- 
toxification or  treatment  programs  for  information  re- 
questing the  Section  on  Drug  Abuse  of  the  Professional 
Committee  to  continue  its  study  of  the  proposed  legis- 
lation. 

Lead-Based  Paints 

Dr.  Kossuth  explained  that  the  Department  of  Health 
Services  had  drafted  legislation  providing  for  the  control 
of  lead-based  paint  and  the  detection  and  treatment  of 
lead-based  paint  poisoning  and,  providing  for  adoption 
of  appropriate  rules  and  degulations  of  standards  by  the 
Department. 

It  was  moved  and  carried  to  offer  general  support  to 
proposed  lead-based  paint  legislation. 

Arizona  Medical  Advisory  Board  for  Driver  Licensing 

Dr.  Kossuth  presented  proposed  legislation  to  provide 
for  a system  for  medical  evaluation  and  review  of  per- 
sons having  physical  or  mental  conditions  which  might 
impair  their  driving  ability.  The  current  statutes  provide 
for  the  Arizona  Medical  Advisory  Board  for  Driver  Li- 
censing to  suggest  certain  requirements  for  examination. 
The  proposed  legislation  provides  for  the  implementing 
of  certain  standards  and  provides  for  the  procedures. 

It  was  moved  and  carried  to  generally  support  propos- 
ed legislation  providing  for  medical  evaluation  and  re- 
view of  persons  having  physical  or  mental  conditions 
which  might  impair  their  driving  ability. 

Insurance  Coverage  on  Children  from  Birth 

A model  newborn  children’s  bill  prepared  by  the 
American  Academy  of  Pediatrics  with  the  assistance  of 
the  Health  Insurance  Association  of  America  was  review- 
ed. This  bill  would  provide  for  insurance  coverage  from 
birth  of  injury  or  sickness,  including  the  necessary  care 
and  treatment  of  medically  diagnosed  congenital  defects 
and  birth  abnormalities.  It  was  explained  that  legislative 
counsel  was  currently  drafting  such  legisaltion  for  intro- 
duction into  the  Arizona  Legislature. 

It  was  moved  and  carried  to  actively  support  legisla- 
tion providing  for  insurance  coverage  from  birth  for  in- 
jury or  sickness  including  the  necessary  care  and  treat- 
ment of  medically  diagnosed  congenital  defects  and  birth 
abnormalities. 

H.C.M.  2002  and  S.C.M.  1001  — Constitutional  Amend- 
ment; Rights;  Unborn  Child 

House  and  Senate  constitutional  amendments  urging 
an  amendment  to  the  Constitution  of  the  United  States 
establishing  that  human  life  with  legal  personality  be- 
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gin  at  the  time  of  conception  and  that  all  constitutional 
rights,  including  due  process  of  law  apply  to  the  unborn 
in  the  same  manner  and  to  the  same  extent  as  to  all 
other  citizens  of  the  United  States,  was  reviewed. 

It  was  moved  and  carried  to  receive  H.C.M.  2002  and 
S.C.M.  1001  for  information  only. 

H.B.  2034  — Helicopter  Station  at  Seligman 

Legislation  providing  for  a helicopter  to  be  stationed 
at  Seligman,  Arizona,  for  use  by  the  Division  of  Emer- 
gency Medical  Services  was  reviewed. 

It  was  moved  and  carried  to  nonsupport  H.B.  2034, 
as  the  Department  of  Public  Safety  through  its  studies, 
should  make  determination  for  emergency  medical  ser- 
vices. 

Physician-Patient  Privilege 

The  Professional  Committee  during  meeting  held  No- 
vember 10,  1973  considered  the  status  of  the  law  of 
privileged  communication  between  a physician  and  pa- 
tient. Current  Arizona  Statute  A.R.S.  12-2235  fails  to 
protect  patients  with  mental  disorders  in  civil  action 
from  privileged  communication  and  fails  to  protect  those 
working  with  the  physician.  Mr.  Jacobson  reviewed  the 
current  status  of  the  law  and  proposed  that  it  be  ex- 
tended to  cover  all  health  care  personnel  under  the 
direction  and  supervision  of  the  physician  and  reference 
mental  disease  or  disorders  so  that  the  statute  would  now 
read: 

In  a civil  action  a physician  or  surgeon  and  all 
health  care  personnel  working  with  him  or 
under  his  direction  or  supervision  shall  not, 
without  the  consent  of  his  the  patient,  be  ex- 
amined as  to  any  communication  made  by  his 
the  patient  with  reference  to  any  physical  or 
mental  disease  or  disorder  or  supposed  physical 
or  mental  disease  or  disorder  or  as  to  any  such 
knowledge  obtained  by  personal  examination 
of  the  patient. 

It  was  moved  and  carried  to  actively  support  intro- 
duction of  an  amendment  to  A.R.S.  12-2235  as  proposed 
by  legal  counsel. 

H.B.  2041  — Anatomical  Gifts  — Operators’,  Chauffeurs’ 
Licenses 

H.B.  2041  provides  that  anatomical  gifts  may  be  made 
by  statement  on  the  reverse  side  of  the  operators’  and 
chauffeurs’  drivers  licenses. 

It  was  moved  and  carried  to  actively  support  H.B. 
2041,  a statement  of  anatomical  gifts  on  the  operators’  or 
chauffeurs’  drivers  licenses. 

H.B.  20c ; Medical  Licensure  Exemption 

Mr.  Boykin  informed  the  Committee  that  Dr.  DuVal 
had  requested  the  Board  of  Medical  Examiners  to  con- 
sider legislation  providing  for  an  exemption  of  licensure 
for  visiting  professors.  The  Board  of  Medical  Examiners 
approved  of  the  following  exemption  under  A.R.S. 
32-1421: 

10.  Any  practitioner  holding  an  unrestricted  license 
to  practice  medicine  granted  by  another  state, 
territory,  district  or  country  while  engaged  in  a 
teaching  capacity  in  an  approved  school  of  med- 
icine. The  exemption  provided  for  in  this  para- 
graph shall  not  exceed  a period  of  twelve  months. 
A practitioner  serving  under  the  provision  of  this 
paragraph  shall  not  engage  in  the  private  practice 


of  medicine.  Each  person  exempted  under  the 
provisions  of  this  paragraph  shall  register  with  the 
Board  of  Medical  Examiners  prior  to  engaging 
in  such  practice  and  shall  pay  the  registration  fee 
as  provided  for  in  Section  32-1431,  paragraph  9, 
as  required  for  registration  for  residency  training. 

It  was  moved  and  carried  to  actively  support  legisla- 
tion providing  for  an  exemption  of  licensure  for  visiting 
professors  at  the  College  of  Medicine  as  proposed  by 
the  Arizona  State  Board  of  Medical  Examiners. 

H.B.  2069  — Insurance  — Psychologist’s 
Services  — Benefits 

H.B.  2069  provides  that  benefits  for  services  perform- 
ed by  certified  psychologists  shall  not  be  excluded  from 
disability  insurance  contracts  and  providing  for  freedom 
of  choice  to  select  either  a physician  or  duly  certified 
psychologist  for  appropriate  care  and  treatment. 

It  was  moved  and  carried  to  actively  nonsupport 
H.B.  2069. 

S.B.  1030  — Medical  Education  — Scholarships  — 

Loans  — Repayment 

S.B.  1030  provides  for  scholarships  for  medical  stu- 
dents who  will  serve  five  years  in  geographical  areas  of 
need  and  for  loans  for  medical  students  prescribing  con- 
ditions of  loans,  including  discharge  of  obligations 
through  practice  of  medicine  in  geographical  areas  of 
exceptional  need.  It  is  noted  that  the  Board  of  Regents 
would  establish  a program  for  selecting  qualified  appli- 
cants to  the  College  of  Medicine  who  would  agree  to 
serve  in  the  areas  of  need  in  the  state  and  that  the 
qualified  applicants  would  be  given  the  opportunity  to 
be  placed  on  a priority  list  from  which  the  first  places 
for  each  medical  school  class  would  be  filled.  The  four- 
year  medical  scholarships  by  the  state  would  include 
payment  of  tuition  fees,  cost  of  textbooks,  and  educa- 
tional supplies  as  determined  necessary  by  the  Board 
of  Regents. 

It  was  moved  and  carried  to  support  legislation  pro- 
viding for  scholarships  to  students  admitted  to  the  Col- 
lege of  Medicine  who  agree  to  serve  in  areas  of  need; 
however,  to  actively  nonsupport  legislation  providing 
for  a separate  program  for  selecting  applicants  to  the 
College  of  Medicine  who  will  agree  to  sene  in  areas 
of  need. 

H.B.  2005  — Department  of  Commerce 

H.B.  2005  establishes  the  Department  of  Commerce, 
which  in  previous  years  has  included  the  Board  of 
Medical  Examiners  and  other  health  licensing  boards.  It 
is  noted,  however,  that  the  Board  of  Medical  Examiners 
and  other  health  licensing  boards  provided  under  the 
Department  of  Health  Services  as  established  by  H.B. 

2004  during  the  last  regular  session  are  not  included  in 
the  current  bill  establishing  the  Department  of  Com- 
merce. 

It  was  moved  and  carried  to  actively  nonsupport  H.B. 

2005  establishing  the  Department  of  Commerce  if  the 
Board  of  Medical  Examiners  is  to  be  included. 

Health  Services  Manpower  Commission 

Dr.  Flynn  informed  the  Committee  of  the  Associa- 
tion’s activities  in  working  with  Representative  Adams 
in  proposing  legislation  to  establish  a health  services 
manpower  commission  in  which  it  could  provide  for 
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personnel  and  services  as  a joint  venture  for  those  agen- 
cies unable  to  provide  such  services  in  and  of  themselves. 
The  Commission  would  compile  and  maintain  statistics 
of  all  health  service  personnel  and  facilities,  as  well  as 
providing  for  the  growth  of  future  health  allied  services 
personnel,  education,  and  duties  and  performances.  Dr. 
Flynn  informed  the  Committee  that  representatives  of 
associations  and  boards  met  to  consider  such  legislation 
and  determined  that  they  would  prefer  to  remain  status 
quo. 

It  was  moved  and  carried  to  nonsupport  the  concept 
of  a Health  Services  Manpower  Commission. 

Licensure  — Speech  Pathologists  and  Audiologists 

Dr.  Wertz  informed  the  Committee  that  he  had  dis- 
cussed the  possibilities  of  the  Arizona  Speech  and  Hear- 
ing Association  proposing  legislation  to  license  speech 
pathologists  and  audiologists  in  the  State  of  Arizona.  Dr. 
Wertz  suggested  that  we  support  such  legislation  to 
include  an  otolaryngologist  on  its  board. 

It  was  moved  and  carried  to  actively  support  legisla- 
tion providing  for  licensure  of  speech  pathologists  and 
audiologists  in  the  State  of  Arizona. 

Public  Health  — Hereditary  Disorders  Board 

Senator  Holsclaw  has  drafted  legislation  which  would 
provide  for  a hereditary  disorders  board  in  the  Depart- 
ment of  Health  Services.  The  board  should  be  composed 
of  eleven  members  appointed  by  the  Governor  of  which 
seven  are  lay  and  four  physicians.  The  board  would 
establish  rules,  regulations,  and  standards  for  the  detec- 
tion and  management  of  hereditary  disorders,  gather 
and  disseminate  information  for  public  understanding 
of  hereditary  disorders  provide  for  a counseling  service 
for  hereditary  disorders. 

It  was  moved  and  carried  to  actively  nonsupport 
introduction  of  legislation  providing  for  a hereditary  dis- 
orders board. 

Meeting  adjourned  5:10  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 

MEDICAL  EDUCATION  COMMITTEE 

Meeting  of  the  Medical  Education  Committee  of  the 
Arizona  Medical  Association,  Inc.,  held  at  810  W.  Beth- 
any Home  Road,  Phoenix,  Arizona,  on  Thursday,  Jan- 
uary 31,  1973,  a quorum  being  present,  convened  7:36 
p.m.,  Robert  E.  T.  Stark,  M.D.,  Chairman,  presiding. 

MINUTES 

The  minutes  of  meeting  held  November  15,  1973 
were  approved  as  distributed. 

SECTION  ON  CERTIFICATION 

Dr.  Taylor  informed  the  Committee  that  the  Section 
on  Certification  met  January  11,  1974  to  determine  how 
to  best  encourage  member  physicians  to  complete  their 
applications  for  the  Certificate  in  Continuing  Medical 
Education  prior  to  the  June  30,  1974  deadline.  He 
announced  that  739  members  have  submitted  qualified 
applications  for  the  Certificate  in  Continuing  Medical 
Education  to  date.  One  hundred  one  nonmembers  have 
submitted  qualified  applications  for  the  Certificate  leav- 
ing a total  of  984  members  of  the  Association  to  report 
their  activities  in  continuing  medical  education  prior 
to  June  30,  1974.  Dr.  Taylor  further  informed  the 
Committee  that  it  was  the  Section’s  intention  to  include 
comments  in  all  remaining  Medical  Memos  to  encourage 


the  membership  to  complete  their  requirements,  to 
request  the  editor  of  Arizona  Medicine  to  utilize  as  much 
space  as  possible  in  encouraging  the  membership  to  re- 
port their  activities,  and  that  he  and  Dr.  Stark  would 
consider  writing  an  article  for  Arizona  Medicine  on  the 
requirements.  It  was  also  determined  to  inform  the  coun- 
ty medical  societies  of  the  requirements  and  also  to  write 
to  the  chiefs  of  staff  of  the  major  hospitals  in  the  state 
encouraging  them  to  post  notices  of  reminder  to  the 
physician  staff  of  the  continuing  medical  education 
requirements.  Further,  that  the  Section  on  Certification 
would  begin  a campaign  of  personal  communication  with 
members  who  have  not  completed  reports  as  of  May  1. 

Extension  for  Reporting  Continuing  Medical 
Education  Requirements 

Dr.  Taylor  informed  the  Committee  that  the  Section 
noted  that  the  qualifying  period  and  the  reporting  period 
of  the  first  go-around  for  the  continuing  medical  educa- 
tion program  end  on  the  same  date,  June  30,  1974.  This 
would  appear  to  create  an  impossible  task  and  suggested 
an  extension  of  the  reporting  period  as  follows: 

It  was  moved  and  carried  to  recommend  to  the 
Medical  Education  Committee  that  it  request  an  exten- 
sion of  the  reporting  period  provided  in  Resolution  2-71 
from  June  30,  1974  to  September  30,  1974  and  annually 
thereafter.  Further,  that  the  Medical  Education  Com- 
mittee report  to  the  grievance  committee  those  members 
who  fail  to  submit  a report  of  continuing  medical 
education  by  September  30,  1974. 

It  was  moved  and  carried  to  recommend  to  the  Board 
of  Directors  that  it  approve  of  an  extension  of  the  re- 
porting period  provided  in  Resolution  2-71  from  June 
30,  1974  to  September  30,  1974  and  annually  thereafter. 
Further,  that  the  Medical  Education  Committee  report 
to  the  grievance  committee  those  members  who  have 
failed  to  submit  a report  of  continuing  medical  educa- 
tion activities  by  September  30,  1974. 

Resolution  7-73 

Dr.  Taylor  reported  that  the  Section  on  Certification 
considered  Resolution  7-73  as  referred  by  the  Medical 
Education  Committee  during  meeting  held  January  11, 
1974.  The  Section  on  Certification  recommends  the  fol- 
lowing resolution: 

It  was  moved  and  carried  to  recommend  to  the  Med- 
ical Education  Committee  that  funds  to  coordinate  and 
support  continuing  medical  education  as  suggested  by 
Resolution  7-73  are  unnecessary  at  the  current  time.  The 
function  of  the  Medical  Education  Committee  is  ade- 
quately financed  for  the  present. 

It  was  moved  and  carried  to  recommend  to  the  Board 
of  Directors  that  an  assessment  of  the  membership  to 
coordinate  and  support  continuing  medical  education 
as  suggested  by  Resolution  7-73  is  unnecessary  at  the 
present  time. 

SECTION  ON  ACCREDITATION 

ArMA  Accreditation  Program  Approved 

Dr.  Sheeley  informed  the  Committee  that  the  AMA 
Council  on  Medical  Education  reviewed  the  “one  year 
report”  of  ArMA’s  program  of  accreditation  in  continu- 
ing medical  education  and,  as  a result,  granted  full 
approval  to  the  Arizona  Medical  Association  for  its 
accreditation  program  for  a period  of  four  years.  Any 


292  APRIL  1 974  ® XXXI  ® 4 


institutions  which  are  accredited  by  ArMA  following  the 
guidelines  approved  by  the  Council  will  be  eligible  for 
similar  approval  by  the  Council  on  Medical  Education. 
Received  for  information. 

Dr.  Sheeley  informed  the  Committee  that  the  follow- 
ing institutions  have  received  AMA  accreditation  as  a 
result  of  the  ArMA  survey: 

Veterans  Administration  Center  — Prescott 

St.  Joseph’s  Hospital  and  Medical  Center  — Phoenix 

St.  Luke’s  Hospital  and  Medical  Center  — Phoenix 
Survey  for  Accreditation 

The  Tucson  Hospitals  Medical  Education  Program, 
Inc.  was  surveyed  for  its  continuing  medical  education 
activities  on  November  27,  1973  by  David  C.  H.  Sun, 
M.D.,  Chairman,  Deward  G.  Moody,  M.D.,  and  William 
C.  Scott,  M.D.  The  report  of  the  survey  team  was  re- 
viewed by  the  Section  on  Accreditation  during  meeting 
held  January  31,  1974.  The  recommendation  of  the 
survey  team  and  the  Section  on  Accreditation  is  that 
the  Tucson  Hospitals  Medical  Education  Program,  Inc. 
be  accredited  for  a period  of  two  years. 

It  was  moved  and  carried  that  the  Medical  Education 
Committee  accredit  the  Tucson  Hospitals  Medical  Edu- 
cation Program,  Inc.  for  its  continuing  medical  education 
activities  for  a period  of  two  years,  and  that  the  Tucson 
Hospitals  Medical  Education  Program,  Inc.  be  resurvey- 
ed at  the  end  of  that  period  of  time;  further,  that  the 
survey  team  report,  including  the  recommendations,  be 
forwarded  to  Tucson  Hospitals  Medical  Education  Pro- 
gram, Inc. 

SECTION  ON  GRADUATE  MEDICAL 
EDUCATION 

Dr.  Layton  informed  the  Committee  that  the  Section 
on  Graduate  Medical  Education  held  their  first  meeting 
on  January  31,  1974.  The  Section  reviewed  Resolution 
9-73  referred  to  the  Medical  Education  Committee  by 
the  House  of  Delegates  during  the  1973  Annual  Meet- 
ing. Further,  they  reviewed  statements  made  by  the 
Arizona  Hospital  Association  and  Arizona  State  Nurses’ 
Association  and  determined  that  it  was  to  the  best 
interest  of  the  Association  to  deal  primarily  with  physi- 
cian education  and  not  concern  itself  with  allied  health 
personnel  education  at  this  time.  Dr.  Layton  presented 
a working  draft  of  a statewide  house  officer  training 
system  developed  in  part  by  Dr.  Vanselow,  Dean,  Uni- 
versity of  Arizona,  College  of  Medicine,  to  the  Section 
for  their  consideration.  Dr.  Vanselow  developed  this 
system  while  in  his  capacity  at  the  University  of  Michi- 
gan. The  Section  determined  that  they  would  try  to 
meet  with  Dr.  Vanselow  in  the  near  future  for  his  input 
as  regards  Resolution  9-73. 

Meeting  adjourned  9:01  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 

OCCUPATIONAL  HEALTH  COMMITTEE 

The  meeting  of  the  Occupational  Health  Committee 
of  the  Arizona  Medical  Association,  Inc.  held  at  810 
West  Bethany  Home  Road,  Phoenix,  Arizona  on  Feb- 
ruary 2,  1974,  convened  at  1:32  p.m.,  Joseph  M.  Hughes, 
M.D.,  Chairman  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  November  28,  1973 
were  approved  as  distributed. 


ACUPUNCTURE 

Dr.  Hughes  explained  that  the  Industrial  Commission 
of  Arizona  had  asked  that  we  make  recommendation  on 
how  the  ICA  should  handle  acupuncture  treatments 
within  the  structure  of  ICA  fee  schedule. 

Several  hours  of  discussion  ensued  on  all  aspects  of 
acupuncture  therapy,  including  the  recently  adopted 
position  of  the  Board  of  Medical  Examiners.  A number 
of  recommendations  were  made  and  refined  culminating 
in  the  following  action: 

It  was  moved  and  carried  to  recommend  to  the 
Board  of  Directors  that  the  Association  make  the  fol- 
lowing recommendations  to  the  ICA. 

1.  That  acupuncture  treatment  be  placed  in  the 
“Medicine”  portion  of  the  ICA  schedule  under  the 
subheading:  “Specific  Therapeutic  Procedures.” 

2.  That  the  conversion  factor  for  the  initial  acupunc- 
ture consultation  should  be  set  at  a value  of  5 
units  which  would  include  the  first  treatment,  if 
indicated.  Follow-up  treatments  would  be  set  at 
a value  of  2.5  units  per  treatment.  Prior  authoriza- 
tion would  be  required.  Each  authorized  series 
not  to  exceed  fifteen  treatments. 

MEETING  WITH  ICA  12/12/73 

Dr.  Hughes  reviewed  the  meeting  with  the  ICA  held 
12/12/73  out  of  which  the  following  additions/modifi- 
cations of  codes  and  procedures  to  the  fee  schedule 
emanated. 

“MEDICINE” 

General  Information  and  Instructions 

Rule  8:  Necessary  drugs,  Immunization  Materials, 
supplies  and  materials  provided  by  the  physician  may 
be  charged  for  separately. 

Code  Number  Hospital  Visits  Unit  Value 

9020  Initial  hospital  visit,  routine  history  and 
physical  examination,  including  initiation 
of  diagnostic  and  treatment  programs  and 
preparation  of  hospital  records.  THIS 
CODE  IS  APPLICABLE  FOR  EMER- 
GENCY ROOM  TREATMENT  WITH- 
OUT ADMISSION  IF  PHYSICIAN 
TRAVELS  TO  EMERGENCY  ROOM 

AND  RENDERS  TREATMENT  3.0 

DELETE:  Code  9040  Immunizations  (Uncomplicated) 
PHYSICAL  MEDICINE  (THERAPY) 

The  following  values  apply  when  these  sendees  are 
under  the  continuous  and  direct  supen’ision  of  a physi- 
cian and  are  carried  out  by  the  physician  or  personnel 
employed  by  him,  or  by  a physical  therapist  under  his 
direction.  DURING  THE  SURGICAL  AFTERCARE 
PERIOD,  VALUES  FOR  EACH  TREATMENT  CODE 
USED  WILL  BE  REDUCED  BY  ONE  (1)  UNIT 
UNLESS  OTHERWISE  SPECIFIED.  Additional  charg- 
es for  office  visits  are  allowed  when  specific  additional 
services  warrant  such  extra  charges,  e.g.,  major  dressing, 
special  examinations,  etc. 

SURGERY 

General  Information  and  Instructions 

Rule  2:  Asterisk  (°):  Where  an  asterisk  (°)  precedes  a 
procedure  number  and  its  value,  and  the  follow-up 
period  is  listed  as  zero,  the  following  rules  apply: 

(a)  same 

(b)  same 
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(c)  When  such  procedure  IS  PERFORMED  IN  THE 
EMERGENCY  ROOM  or  requires  hospital  ad- 
admission,  an  additional  two  SURGICAL  units 
are  to  be  added  to  the  listed  value  to  cover  the 
additional  services  required.  (Item  9020  is  not  to 
be  used  in  addition.) 

Rule  11:  When  the  skills  of  two  surgeons  are  re- 
quired in  the  management  of  a specific  surgical  proce- 
dure, the  total  value  may  be  apportioned  in  relation  to 
the  responsibility  and  work  done.  THE  VALUE  MAY 
BE  INCREASED  BY  25  PER  CENT  UNDER  THESE 
CIRCUMSTANCES. 

Repair:  ARTHROPLASTY  — Plastic  or  reconstruction 
operation  on  joint,  any  type  unless  otherwise  specified. 
(PROSTHETIC  REPLACEMENT,  TOTAL  HIP,  TO- 
TAL KNEE,  ETC.,  UNIT  VALUE  MAY  BE  IN- 
CREASED BY  60%  OF  THE  VALUE  SET  FORTH 
BELOW. 

1150  Secondary  reconstruction  BR  270  Days 

Aftercare 

Spine  and  Spinal  Cord 

Follow-up 

Code  Number  Unit  Value  Days 

5200  Chemonucleolysis  70  90 

External  Ear 

Endoscopy 

*5931  Otoscopy  with  removal  of 
foreign  body  in  external 

auditory  canal  2.0  0 

RADIOLOGY 

New  Rule  10:  When  ex-ray  examinations  are  made  in 
hospital  emergency  rooms  or  hospital  out-patient  de- 
partments, the  unit  value  for  interpretation  and  report 
for  each  study  by  the  physician  shall  be  reduced  by  2/3. 

LABORATORY 

8752  SMA  — Chemical  profile; 

Battery  12  2.0” 

SUBPOENAS 

Howard  P.  Aidem,  M.D.’s  letter  of  1/7/74  resulting 
from  the  Medical  Memo  of  1/4/74  was  reviewed.  It 
was  determined  to  discuss  this  with  Mr.  Kley  of  the  ICA 
to  see  if  corrective  steps  could  be  taken  — Received  for 
information. 

CORRESPONDENCE 

John  L.  Friedman,  M.D.  letter  1/17/74 

Dr.  Friedman’s  letter  regarding  problems  of  using  the 
ICA  fee  schedule  was  received  for  information. 

OTHER  BUSINESS 

1969  CRVS 

Mr.  Robinson  reviewed  the  response  from  the  Califor- 
nia Medical  Association  as  follows: 

“Tire  1969  Relative  Value  Studies  is  being  used  to  its 
fullest  extent  in  claims  processing  by  California  Blue 
Shield,  both  for  its  standard  business  and  for  Medicare. 
For  the  states  Medicaid  program,  an  internal  conversion 
is  made  by  Blue  Shield  to  the  1964  RVS  for  purposes 
of  paying  claims,  since  the  state  has  frozen  let  els  of 
reimbursement  into  a time  frame  during  which  the  1964 
RVS  was  still  being  used  as  a reporting  document. 

The  two  Blue  Cross  plans  in  California,  as  well  as 
commercial  carriers  who  write  health  insurance,  all 
accept  physician  input  based  on  1969  RVS  coding  and 
nomenclature.  There  is  variation,  however,  in  ways  in 


which  the  book  is  used  for  claims  processing,  depending 
on  specific  insurance  contract.  Increasingly,  however, 
the  coding,  nomenclature  and  unit  values  are  themselves 
being  used  rather  than  being  correlated  with  the  1964 
edition  for  claims  processing.  It  should  also  be  noted 
that  Occidental  Insurance  uses  the  1969  RVS  directly 
for  processing  Medicare  Claims,  since  they  serve  as  fiscal 
intermediary  for  that  program  in  part  of  California. 

Essentially,  the  only  form  of  coverage  which  specific- 
ally precludes  the  use  of  the  1969  RVS  as  a reporting 
document  for  physicians  is  the  Workmen’s  Compensation 
program.  The  Minimum  Fee  Schedule,  published  by  the 
State’s  Division  of  Industrial  Accidents,  is  based  on  the 
1964  RVS  with  a Conversion  factor  of  $6.50  per  unit. 
Their  expressed  reluctance  to  make  such  a conversion, 
which  CMA  has  requested,  is  fear  of  inflation  and 
inability  to  develop  a precise  actuarial  projection  of 
future  costs  of  the  program.  CMA  has  attempted  to  dis- 
abuse them  of  these  concerns  but,  as  yet,  has  not  been 
successful. 

Your  observation  is  correct  that  on  a national  basis 
there  remains  reluctance  to  convert  to  the  1969  RVS. 
We  have  seen,  however,  within  the  Health  Insurance 
Council  increasing  pressures  to  convert,  since  the  1964 
RVS  is  just  too  incomplete  for  today’s  usage.  Tire  four- 
vs.-five  digit  argument  seems  to  be  voiced  with  less 
regularity  these  days,  incidentally,  although  National 
Blue  Shield  still  expresses  concern  at  the  thought  of 
converting.  I think  that  publication  of  AMA’s  third  edi- 
tion of  Current  Procedural  Terminology  will  help,  since 
it  is  essentially  an  update  of  the  1969  RVS,  without 
values. 

As  you  may  know,  CMA  is  working  on  a 1974  RVS 
which  we  hope  to  publish  in  mid-year.  It  will  be  an 
expansion  of  the  1969  RVS  and  the  format  will  remain 
the  same,  which  we  hope  will  assist  in  its  acceptance. 
Furthermore,  the  variable  unit  concept  employed  in  the 
1969  edition  will  be  scrapped;  unit  values  throughout 
the  book  (except  for  anesthesia)  will  be  on  the  same 
basis.” 

It  was  determined  that  Mr.  Robinson  should  conduct 
a broader  survey  to  get  more  facts  nationwide  as  to  just 
how  the  1969  CRVS  is  being  accepted. 

Proposed  Legislation 

Mr.  Barnett  reviewed  a piece  of  proposed  legislation 
dealing  with  employees  of  self  rating  firms  who  wish  to 
change  to  a physician  other  than  the  one  designated  by 
his  employer. 

It  was  moved  and  carried  to  recommend  nonsupport 
of  this  proposed  legislation  as  written. 

Meeting  adjourned  3:55  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 

MEDICAL  ECONOMICS  COMMITTEE 

The  meeting  of  the  Medical  Economics  Committee  of 
the  Arizona  Medical  Association,  Inc.,  held  Saturday, 
February  9,  1974,  at  810  W.  Bethany  Home  Road, 
Phoenix,  Arizona,  convened  at  10:07  a.m.,  Richard  S. 
Armstrong,  M.D.,  Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  November  18,  1973, 
were  approved  as  distributed. 
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RETIREMENT  INVESTMENT  PROGRAM 

The  committee  heard  presentations  on  a variety  of 
possible  investment,  pension  retirement  programs  from 
the  following: 

1.  Y’alley  National  Bank:  Mr.  Roman  Mislicky,  Mr. 

Kelsey  Moline 

2.  Merill  Lynch,  Pierce,  Fenner  & Smith,  Inc.:  Mr. 

Jeff  Schubert,  Mr.  Bill  Miller  of  Lionel  Edie 

Company 

3.  Insurance  Management,  Inc.:  Mr.  John  Patzman, 

Mr.  Gene  McCain,  Mr.  Craig  Reynolds,  Mr.  Tom 

Moore. 

4.  Financial  Architects:  Mr.  James  P.  Walker,  Mr.  G. 

C.  Pettey  II,  of  San  Jacinto  Corp. 

5.  Pyramidal  Funding  Systems,  Inc.:  L.  Donald  Guess, 

D. D.S.,  Mr.  William  F.  Walton,  Jr.,  Cary  A.  Behle, 

D.D.S.,  Mr.  Glenn  O.  Jones,  CLU,  Mr.  Denis  E. 

Waitley 

6.  Connecticut  General  Life  Insurance  Company:  Mr. 

John  B.  Stiteler 

Mr.  Robinson  pointed  out  that  Southwest  Savings  and 
Loan  Association  was  invited  to  make  a presentation, 
but  did  not  respond. 

Considerable  discussion  ensued  on  the  many  aspects 
of  the  Association  sponsoring  or  endorsing  any  of  the 
proposed  programs.  It  was  noted  that  these  programs 
are  very  personal  in  nature,  and  that  each  program 
would  have  to  be  individually  designed  to  meet  the 
needs  of  the  individual  physician.  That  there  would  be 
little  or  no  gain  from  “group  purchasing,’’  as  there  is 
from  other  group-type  buying.  That  there  could  be  some 
detrimental  aspects  to  the  Association  if  we  endorsed 
one  program  and  the  stock  market  went  bad,  etc. 

It  was  moved  and  carried  that  this  Association  not 
endorse  any  pension,  profit  sharing,  retirement  program 
at  this  time. 

COMPUTER  PRESENTATIONS 

The  committee  heard  two  presentations  on  the  use 
of  computers  in  medical  practice  from  the  following: 

1.  The  IATROS  Billing  System: 

Alan  B.  Humphrey,  Ph.D.,  Ms.  Mary  Hall 

2.  DeLair  Data  Systems: 

Mr.  William  DeLair,  Mr.  Mike  deCook,  Mr.  Mark 

Kirby 

Both  organizations  asked  for  endorsement  of  their 
programs. 

Considerable  discussion  ensued  regarding  the  pro- 
priety of  ArMA  endorsing  any  particular  computer 
system. 

It  was  moved  and  married  to  receive  the  presentations 
for  information. 

UNIFORM  CLAIM  FORM 
ACCIDENT  & HEALTH  INSURANCE 

The  matter  of  attempting  to  get  widespread  use  of 
the  new  uniform  claim  form  for  Accident  and  Health 
Insurance  was  discussed. 

It  was  pointed  out  that  effective  January  1st,  the 
State  of  Oregon  has  mandated  the  use  of  the  standard 
form  developed  by  the  AMA  and  the  Health  Insurance 
Council. 

It  was  moved  and  carried  to  direct  Mr.  Robinson  to 
prepare  a resolution  for  introduction  in  the  House  of 


Delegates  on  April  23,  1974,  urging  the  use  of  the 
uniform  claim  form  for  accident  and  health  insurance 
by  members  of  the  Association  to  the  exclusion  of  all 
other  forms.  And  that  legislative  and/or  regulatory  ac- 
tion be  investigated  to  see  how  best  we  can  get  the 
use  of  this  form  by  all  health  insurance  companies  in 
Arizona  mandated. 

PHYSICIAN  UNIONS 

Mr.  Robinson  reported  that  as  a result  of  this  com- 
mittee’s recommendation,  the  Scientific  Assembly  Com- 
mittee has  scheduled  the  following  as  part  of  the  1974 
meeting: 

PANEL  “The  Union  Movement”  on  Friday, 
April  26,  1974,  from  4:00  p.m.  to  5:00  p.m.,  a 
panel  entitled  “Physician’s  Unions”  will  be 
conducted  with  the  following  participants: 

Daniel  T.  Cloud,  M.D.  — “AMA’s  Position” 
Frederick  J.  Steiner  — “What  Can  an  Arizona 
Physicians’  Union  Do  That  a County  Medical 
Society  or  State  Medical  Association  Can’t 
Do?” 

Sanford  Marcus,  M.D.  — “The  National  Over- 
view” 

Richard  W.  Switzer,  M.D.  — “The  Local  Per- 
spective” 

HMO's  AND  THE  COST  OF  LIVING 
COUNCIL  REGULATIONS 

AMA  Telegram  of  2/8/74 

Mr.  Robinson  read  the  telegram  from  AMA  regarding 
the  AMA’s  plans  to  file  suit: 

“The  Board  of  Trustees  has  directed  the  AMA’s 
Office  of  General  Counsel  to  initiate  legal 
action  against  the  Cost  of  Living  Council  to 
remove  mandatory  wage  and  price  controls  on 
physicians.  The  suit  will  challenge  the  validity 
and  protest  the  discriminatory  aspects  of  such 
controls.  We  hope  that  it  will  be  filed  by  Feb- 
ruary 14.  This  decision  was  announced  on  Feb- 
ruary 6 by  James  H.  Sammons,  M.D.,  Chairman 
of  the  Board,  during  testimony  opposing  wage 
and  price  controls  and  the  extension  of  the 
Economic  Stabilization  Program  before  the 
Senate  Subcommittee  on  Production  and  Sta- 
bilization. Earlier  John  T.  Dunlop,  Chairman  of 
the  Cost  of  Living  Council,  presented  an  Ad- 
ministration request  that  controls  in  the  health 
field  be  extended  until  the  enactment  of  a 
National  Health  Insurance  Program  including 
cost  controls.  Additional  activities  related  to 
removal  of  mandatory  controls  are  being  devel- 
oped and  our  staff  will  be  discussing  these 
with  you.”  — Received  for  information. 

HMO’s  & the  COLC 

The  action  of  the  Board  of  Directors  in  meeting 
11/25/73  as  follows,  “It  was  moved  and  carried  to  ask 
the  Medical  Economics  Committee  to  investigate  the 
possibility  of  the  development  of  a series  of  H.M.O.’s 
of  such  a size  as  to  be  exempt  from  the  Cost  of  Living 
Council’s  proposed  regulations.  Perhaps  utilizing  the 
existing  foundations  for  the  basic  structure,”  was  re- 
viewed by  Dr.  Reed  in  light  of  the  special  considerations 
given  to  HMO’s  in  the  recent  COLC  Regulations. 

It  was  moved  and  carried  to  ask  Patricia  P.  Moraca, 
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M.D.,  to  review  the  matter  in  light  of  the  recent  study 
done  by  the  Maricopa  Foundation  for  Medical  Care. 
Dr.  Moraca  to  report  back  at  the  next  meeting: 
Collective  Bargaining  and  the  Federal  Government 

The  COLC  rules  stimulated  interesting  discussion  re- 
garding the  role  of  collective  bargaining  in  dealing  with 
the  Federal  government  programs. 

It  was  moved  and  carried  to  ask  Richard  W.  Switzer, 
M.D.,  to  prepare  a resolution  on  the  subject  of  collective 
bargaining  and  the  Arizona  Medical  Association  for  re- 
view at  the  next  meeting  of  the  committee. 

OTHER  BUSINESS 

Because  of  the  late  hour,  it  was  determined  to  hold 
all  other  agenda  items  for  the  next  meeting  of  the 
committee. 

Meeting  adjourned  3:58  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 


EXECUTIVE  COMMITTEE 

The  meeting  of  the  Executive  Committee  of  the 
Arizona  Medical  Association,  Inc.,  held  at  810  West 
Behtany  Home  Road,  Phoenix,  AZ  on  Friday,  February 
15,  1974,  a quorum  being  present,  convened  at  7:08 
p.m.,  Philip  E.  Dew,  M.D.,  president  and  chairman, 
presiding. 

MINUTES 

The  minutes  of  the  meeting  held  11/24/73  were  ap- 
proved as  distributed. 

CRIPPLED  CHILDREN'S  SERVICES 

Drs.  Cloud  and  Lawrence  reviewed  the  letter  from 
the  Crippled  Children’s  Services  Board  of  Directors 
president  and  discussed  with  the  committee  the  many 
ramifications  of  the  problem. 

It  was  moved  and  carried  to  recommend  to  the 
Board  of  Directors  to  defer  a decision  as  requested. 

PUBLIC  RELATIONS  COMMITTEE 

Dr.  Finney’s  request  to  employ  Mrs.  George  H.  Mertz 
was  discussed. 

The  committee  determined  to  advise  Dr.  Finney  that 
they  do  not  favor  such  employment  of  member’s  wives. 

BLUE  SHIELD/ArMA  BOARD  OF 
DIRECTORS 

Dr.  Geiss’s  letter  of  12/7/73  recommending  that  the 
presidents  of  the  Blue  Shield  and  ArMA  Boards  be  vot- 
ing members  of  each  other’s  boards  of  directors. 

It  was  moved  and  carried  to  express  agreement  with 
the  intent  of  better  communications  but  that  for  legal 
and  other  reasons  it  did  not  seem  feasible.  It  was  also 
agreed  to  invite  the  president  of  Blue  Shield  to  all 
future  meetings  of  the  Arizona  Medical  Association’s 
Board  of  Directors. 

BOMEX  REQUEST 

The  committee  reviewed  the  Board  of  Medical  Ex- 
aminer’s letter  of  12/17/73  requesting  that  ArMA  pro- 
vide a permanent  list  of  physicians  to  serve  as  Commis- 
sioners on  Examinations  as  well  as  providing  physicians 
for  peer  review. 

It  was  moved  and  carried  to  assist  Bomex  in  publi- 
cizing and  urging  participation  of  its  members  as  com- 
missioners on  examinations  but  not  to  engage  in  the 
actual  preparation  of  a list  as  requested. 

It  was  moved  and  carried  to  offer  the  services  of  the 


newly  created  committee  on  physician  rehabilitation  to 
Bomex  for  assistance  as  appropriate. 

AAPS  — AMICUS  CURIAE 

The  letter  from  Donald  Quinlan,  M.D.,  president, 
Association  of  American  Physicians  and  Surgeons,  Inc., 
dated  1/22/74  inviting  us  to  participate  as  “amicus 
curiae”  in  the  AAPS  case  regarding  P.S.R.O. 

It  was  moved  and  carried  that  we  do  not  accept  the 
invitation. 

MEDICAL  AUDIT  TEAM  SEMINAR 

It  was  moved  and  carried  to  cosponsor  a JCAH-MAT 
seminar  on  May  23-24,  1974  in  conjunction  with  the 
Arizona  Hospital  Association. 

BOARD  OF  DIRECTORS  AGENDA 

The  agenda  for  the  Board  of  Directors  meeting  sched- 
uled for  February  16,  1974  was  reviewed  and  various 
recommendations  prepared. 

Meeting  adjourned  10:42  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 

BOARD  OF  DIRECTORS 

The  meeting  of  the  Board  of  Directors  of  the  Arizona 
Medical  Association,  Inc.,  held  at  810  West  Bethany 
Home  Road,  Phoenix,  Arizona,  Saturday,  February  16, 
1974,  a quorum  being  present,  convened  at  10:08  a.m., 
Philip  E.  Dew,  M.D.,  President  and  Chairman,  presiding. 

WELCOME 

Dr.  Dew  extended  welcome  to  the  county  society 
presidents  and  to  the  various  guests. 

MINUTES 

The  minutes  of  the  meeting  of  November  25,  1973, 
were  approved  as  distributed. 

THE  TRAVELERS  INSURANCE 
COMPANIES 

Mr.  James  W.  Webb,  Account  Executive  of  the  Trav- 
elers Insurance  Companies,  presented  his  annual  report 
as  follows: 

“The  Travelers  is  pleased  to  have  the  opportunity  to 
meet  with  you  to  discuss  the  Arizona  Medical  Association 
Professional  Liability  Insurance  Program.  These  annual 
open  discussions  have  contributed  to  the  success  of  the 
ArMA  program. 

The  number  of  members  covered  by  the  program  con- 
tinues to  grow.  Last  year  at  this  time  we  reported  859 
insured  doctors.  This  year  the  program  enjoys  a popula- 
tion of  1,242.  This  increase  of  nearly  45%  represents 
the  work  being  done  by  ArMA  and  the  Travelers,  and 
the  marketing  efforts  of  Burns-Harrelson-Burns  and 
Patzman- Alien-Lamb. 

Attached  you  will  find  exhibits  detailing  the  premium 
and  loss  data  compiled  for  the  three  years  of  the  pro- 
gram. The  exhibits  demonstrate  that  the  losses  are  de- 
veloping at  a faster  rate  than  anticipated.  There  are 
many  factors  that  can  contribute  to  this  such  as  limi- 
tation changes  and  quicker  reporting  of  incidents  by 
doctors.  We  have  evaluated  these  considerations  in  our 
actuarial  analyzation  and  the  indication  is  that  the  cur- 
rent rate  levels  are  not  adequate.  Therefore,  we  propose 
a rate  increase  to  be  effective  July  1,  1974,  that  will  pro- 
duce a premium  increase  of  10.6%. 

A close  look  at  the  experience  indicates  that  the  lower 
classifications  are  contributing  an  abnormal  amount  to 
the  loss  experience.  In  order  to  reflect  this  we  propose 
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Incurred  Loss  Report  — 1971-73 


Policy 

Number  of 

100/300  Limits 

Incurred 

Year 

Class 

Insureds 

Premium 

Losses 

Misc.  Premium 

1971 

I 

221.4 

$ 101,049 

$114,590 

II 

116.4 

91,115 

17,226 

III 

156.6 

272,504 

238,574 

IV 

120.1 

289,297 

24,405 

V 

119.9 

360,974 

32,607 

Total 

734.4 

$1,114,939 

$427,402 

$ 8,785 

1972 

I 

302.4 

$ 137,476 

$197,000 

II 

155.0 

116,578 

18,550 

III 

164.5 

277,155 

66,400 

IV 

94.5 

208,881 

66,400 

V 

123.5 

355,963 

41,450 

Total 

839.9 

$1,096,053 

$389,800 

$55,886 

1973 

I 

357.0 

$ 141,449 

$ 37,500 

II 

197.7 

144,248 

17,000 

III 

174.5 

299,219 

— 

IV 

98.3 

219,893 

77,500 

V 

132.4 

387,203 

— 

Total 

959.9 

$1,192,012 

$132,000 

$47,917 

Losses  Valued  as  of  10/31/73 


that  the  class  differentials  be  slightly  modified.  This 
means  that  the  percentage  increase  will  be  greater  for 
Class  1 than  for  Class  5. 

Along  with  the  rate  revision,  we  propose  a change  in 
the  allocation  of  the  premium  dollar.  This  change  will 
result  in  more  of  your  premium  being  available  to  be 
used  in  the  experience  rating  procedure. 

The  Arizona  Medical  Association  Professional  Liability 
Program  has  been  a success.  The  doctors  of  Arizona 
have  had  available  to  them  a stable  market  for  three 
years.  The  program  has  been  expanded  to  include  sev- 
eral coverages  that  give  the  doctor  the  broadest  protec- 


tion  available. 

We  are  looking  forward 

to  continued 

cooperation  and 

success.” 

Insured  Status  Report 

as  of  January  31,  1974 

Classification 

No.  of  Doctors  Insured 

% of  Total 

1 

510 

41.1 

2 

251 

20.2 

3 

199 

16.0 

4 

111 

8.9 

5 

171 

13.8 

Total  1,242 

Expected  & Actual  Losses  — 1971-73 


1971 

Expected 

Actual 

12/31/72 

$178,125 

$ 

159,375 

12/31/73 

271,875 

398,424 

Ultimate 

468,750 

1972 

686,938  (Projected) 

Expected 

Actual 

12/31/72 

$ 83,550 

$ 

75,195 

12/31/73 

317,490 

434,494 

Ultimate 

835,500 

1973 

1,143,405  (Projected) 

Expected 

Actual 

12/31/73 

$ 89,000 

$ 

626,500 

Ultimate 

890,000 

Professional  Liability  Rates 
Effective  7/1/74 


Physicians  & Surgeons  Profesional  Liability  Rates 
Class  Program  Limits  1,100/1,300 


1 

2 

3 

4 

5 


735 

1,230 

2,615 

3,400 

4,260 


Limits  of  Liability  Excess  of  Program  Limits 

Physicians  & Surgeons 

1st  1,000,000  excess 

of  program  11%  of  program  premium 

Next  1,000,000  8%  of  program  premium 

Next  1,000,000  7%  of  program  premium 

Next  1,000,000  5%  of  program  premium 

Mr.  Webb  reported  that  representatives  of  the  Travel- 
ers would  be  present  at  the  April  convention  for  further 
report  to  the  House  of  Delegates. 


ArMPAC 

Dr.  Langston  reported  current  membership  of  439, 
which  represents  those  who  have  joined  between  Jan- 
uary 1,  1974  and  January  31,  1974. 

He  announced  that  Roy  Pfautch  of  die  Civic  Service 
Corporation  of  St.  Louis  will  be  speaking  at  the  ArM- 
PAC dinner  on  Thursday,  April  25th  during  the  annual 
meeting,  his  topic,  “Elections  of  1974,  Problems  and 
Predictions.” 


BOARD  OF  DIRECTORS 

BOMEX  Appointment 

Dr.  Dew  reported  that  Gilbert  L.  Sechrist,  M.D.,  had 
been  appointed  to  fill  Dr.  Smith’s  unexpired  term, 
which  ends  7/1/74.  Dr.  Dewr  pointed  out  the  necessity 
of  giving  sincere  thought  to  the  recommendation  for  a 
replacement  for  Dr.  Sechrist.  Such  nomination  to  be 
made  at  the  4/23/74  meeting  of  the  Board  of  Directors. 
The  candidate  must  come  from  one  of  die  following 
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counties:  Apache,  Cochise,  Coconino,  Graham,  Greenlee, 
Mohave,  Navajo,  Santa  Cruz,  Yavapai. 

A.  II.  Robins  Award 

It  was  moved  and  carried  to  recommend  Jack  E. 
Brooks,  M.D.,  as  the  recipient  of  the  A.  H.  Robins  1974 
Physician  Award  for  Community  Service. 

State  Board  of  Health 

Mr.  Robinson  reported  that  we  had  submitted,  as  re- 
quired by  law,  a list  of  names  to  fill  a vacancy  on  the 
Board  of  Health.  Conversation  with  Mr.  Kriminger  of 
the  Governor’s  office  indicated  that  because  of  the 
phasing  out  of  the  Board  by  7/1/74,  that  Dr.  Fredell 
would  be  asked  to  continue  and  that  a new  appoint- 
ment would  not  be  made. 

James  L.  Sehamadan,  M.D.,  Director  of  the  new 
Department  of  Healtli  Services,  asked  that  names  be 
submitted  for  possible  appointment  to  the  new  Advisory 
Board  that  will  be  activated  soon. 

It  was  moved  and  carried  to  give  the  Executive  Com- 
mittee the  authority  to  submit  names  for  the  new 
advisory  board. 

Dr.  Dew  asked  that  suggested  names  be  submitted  to 
Mr.  Robinson. 

AMA  Leadership  Conference  1/25  - 27/74 

Dr.  Dew  reported  on  the  subject  conference  that  he, 
Dr.  Payne  and  Mr.  Robinson  attended.  He  classified  it 
as  “superb.” 

1974  Dr.  Rodman  E.  Sheen  & Thomas  G.  Sheen  Award 

No  candidates  for  this  award  were  submitted. 
American  Board  of  Family  Practice  Board  of  Directors 
It  was  pointed  out  that  Drs.  Arthur  D.  Nelson  and 
James  L.  Grobe  from  Arizona  were  members  of  this 
Board  of  Directors  and  that  chances  of  a third  appoint- 
ment were  nil.  Received. 

AMA  Councils  & Awards 

Subject  to  receiving  their  approval,  the  following 
names  are  to  be  submitted:  Robert  E.  T.  Stark,  M.D., 
for  the  Council  on  Medical  Education,  and  Patrick  P. 
Moraca,  M.D.,  for  the  Council  on  Medical  Service. 

EXECUTIVE  COMMITTEE 

Membership  Classification  Changes  Approved 

1.  Maricopa  County 

A.  John  W.  Kennedy,  M.D.  — Active  to  Associate 
— Effective  1/1/74  — Account  Retirement  — 
Dues  Exempt. 

B.  Bewersdorf,  Louise  W.,  M.D.  — Active  to  Asso- 
ciate — Effective  1/1/74  — Account  illness  — 
Dues  Exempt. 

2.  Pima  County 

A.  L.  D.  Sprague,  M.D.  — Active  to  Associate  — 
Effective  1/1/74  — Account  Retirement  — 
Dues  Exempt. 

B.  Donald  P.  Morgan,  M.D.  — Active  to  Affiliate 
— Effective  1/1/74  — Living  in  another  state 
— Dues  Exempt. 

C.  William  E.  Berkley,  M.D.  — Active  to  Active 
Resident  — Effective  1/1/74  — Account  Resi- 
dency. 

D.  James  Shea,  M.D.  — Active  to  Associate  — 
Effective  1/1/74  — Account  Illness  — Dues 
Exempt. 

E.  Clarence  L.  Robbins,  M.D.  — Active  to  Active 
Over  70  — Effective  1/1/74  — Account  Age  — 
Dues  Exempt. 


Members  Dropped  for  Non-payment  of  Building 
Fund  Assessment 

Wallace  A.  Askew,  M.D.,  Raymond  Graap,  M.D., 
William  S.  Parks,  M.D. 

AD  HOC  COMMITTEE  ON  AMA 
DELEGATE  SELECTION 

Dr.  Dew  reviewed  the  purpose  of  this  committee’s 
appointment.  It  was  moved  and  carried  to  support  the 
committee’s  recommendation,  which  was  that  no  change 
be  made  in  the  method  of  AMA  Delegate  selection. 

AD  HOC  BLUE  SHIELD  BLUE  RIBBON 
COMMITTEE 

Dr.  Standifer  reviewed  the  charge  to  his  committee, 
and  related  the  activities  of  this  committee,  which  re- 
sulted in  recommending  introduction  of  the  following 
four  resolutions:  A-l-74,  A-2-74,  A-3-74,  and  A-4-74.  It 
was  noted  that  these  resolutions  had  been  reviewed  by 
the  legal  counsels  of  this  Association  and  Arizona  Blue 
Shield  Medical  Service. 

Resolution  A-l-74 

Introduced  by  Arizona  Medical  Association,  Inc. 

Subject:  Fees,  Fee  Schedules,  Income  and  Net  Worth 
Limitations.  Article  IX  of  the  Articles  of  Incorpora- 
tion and  Article  III,  Section  I of  the  Bylaws. 

RESOLVED,  That  Article  IX  of  the  Articles  of 
Incorporation  be  amended  to  read: 

The  Board  of  Directors  shall  have  general  charge 
and  management  of  the  affairs,  funds  and  property 
of  the  corporation  and  shall  have  full  power  and 
the  duty  ( except  as  hereinafter  specified ) to  make 
rules  and  regulations  for  its  own  government  and  for 
the  government  of  the  committees  appointed  by  it, 
(and)  to  adopt  such  rules  and  regulations  for  the 
conduct  of  the  affairs  of  the  corporation  as  may 
from  time  to  time  seem  proper.  TO  ADOPT, 
ALTER  AND  AMEND  FEES  AND  FEE  SCHED- 
ULES RELATING  TO  PAYMENTS  TO  PHYSI- 
CIANS, AND  TO  DESIGNATE,  ALTER  AND 
AMEND  INCOME  AND  NET  WORTH  LIMITA- 
TIONS TO  BE  SET  FORTH  IN  CONTRACTS 
WITH  THE  CORPORATION’S  SUBSCRIBERS. 
The  Board  of  Directors  shall  appoint  such  commit- 
tees as  it  deems  necessary  or  appropriate  in  the 
conduct  of  the  business  of  the  corporation.  There 
is  reserved  exclusively  to  the  Corporate  Body  the 
full  power  and  duty  to  adopt,  amend  and  repeal  By- 
laws, AND  the  power  to  fix  the  number  of  Directors 
from  time  to  time,  and  their  terms  of  office,  (the 
power  to  adopt , alter  and  amend  fees  and  fee 
schedides  relating  to  payments  to  physicians,  and 
the  power  to  designate,  alter  and  amend  income 
and  net  worth  limitations  to  be  set  forth  in  con- 
tracts with  the  Corporation  s subscribers.)  Such 
powers  vested  in  the  Membership  may  be  exercised 
by  amendment  of  the  Bylaws  or  by  resolution  duly 
adopted  by  a majority  of  those  present  and  entitled 
to  vote  at  any  properly  called  meeting  of  the  Mem- 
bership. The  membership  shall  elect  at  the  annual 
meeting  each  year  a Medical  Review  Committee 
consisting  of  not  less  than  5 members  to  assist  and 
report  to  the  Board  of  Directors  in  the  supervision 
of  the  medical  aspects  of  the  Corporation.  The  duties 
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of  the  Medical  Review  Committee  shall  be  as  pro- 
vided in  the  Bylaws.  Vacancies  occurring  in  the 
Medical  Review  Committee  shall  be  filled  by  ap- 
pointment by  the  Board  of  Directors,  such  appoin- 
tees to  serve  until  the  next  annual  meeting  of  the 
membership;  and  be  it  further 

RESOLVED,  That  Article  III  Section  1 of  the  By- 
laws be  amended  to  read: 

Section  1.  Corporate  Powers  Vested  in  Board  of 
Directors.  The  Board  of  Directors  shall  have  general 
charge  and  management  of  the  affairs,  funds  and 
property  of  the  Corporation  and  shall  have  full 
power  and  the  duty  ( except  as  hereinafter  speci- 
fied) to  make  rules  and  regulations  for  its  own  gov- 
ernment and  for  the  government  of  the  committees 
appointed  by  it,  (and)  to  adopt  such  rules  and  reg- 
ulations for  the  conduct  of  the  affairs  of  the  cor- 
poration as  may  from  time  to  time  seem  proper, 
TO  ADOPT,  ALTER  AND  AMEND  FEES  AND 
FEE  SCHEDULES  RELATING  TO  PAYMENTS 
TO  PHYSICIANS,  AND  TO  DESIGNATE,  AL- 
TER AND  AMEND  INCOME  AND  NET 
WORTH  LIMITATIONS  TO  BE  SET  FORTH 
IN  CONTRACTS  WITH  THE  CORPORATION’S 
SUBSCRIBERS.  There  is  reserved  exclusively  to 
the  Membership  of  the  Corporation  the  full  power 
and  duty  to  adopt,  amend  and  repeal  Bylaws  AND 
the  power  to  fix  the  number  of  directors  from  time 
to  time  and  their  terms  of  office,  (the  power  to 
adopt,  alter  and  amend  fees  and  fee  schedules  relat- 
ing to  payments  to  physicians,  and  the  power  to 
designate,  alter  and  amend  income  and  net  worth 
limitations  to  be  set  forth  in  contracts  with  the 
Corporation’s  subscribers.)  Such  powers  vested  in 
the  Membership  may  be  exercised  by  amendment  of 
the  Bylaws  or  by  resolution  duly  adopted  by  a 
majority  of  those  present  and  entitled  to  vote  at 
any  properly  called  meeting  of  the  Membership. 

NOTE:  All  bracketed,  italicized  words  represent  de- 
letions; all  fully  capitalized  words  are  new  material. 
Resolution  A-2-74 

Introduced  by  Arizona  Medical  Association,  Inc. 

Subject:  Limitation  on  length  of  term  and  number  of 
terms  of  Board  members.  Article  III  Section  3 of 
the  Bylaws. 

RESOLVED,  That  Article  III,  Section  3 of  the  By- 
laws be  amended  to  read: 

Section  3.  Number,  Qualifications  and  Tenure. 
The  Board  of  Directors  shall  consist  of  not  less  than 
nine  nor  more  than  twenty-five  members.  The  chair- 
man of  the  Medical  Review  Committee  shall  be  an 
automatic  member  of  the  Board  of  Directors,  all 
other  members  of  the  Board  of  Directors  shall  be 
elected  by  the  Membership  at  its  annual  meetings 
for  (three  year)  TWO-YEAR  terms  of  office  so 
arranged  that  the  terms  of  approximately  (one  third) 
ONE-HALF  of  the  directors  will  expire  each  year, 
thereby  assuring  continuity  upon  the  Board.  Ap- 
proximately two-thirds  of  the  directors  at  any  time 
in  office  shall  be  physicians  and  surgeons,  one  of 
whom  shall  be  the  chairman  of  the  Medical  Review 
Committee,  all  of  whom  are  licensed  to,  and  active- 
ly engaged  in,  the  practice  of  medicine  within  the 
State  of  Arizona  who  are  members  of  the  Arizona 


Medical  Association.  Physician  members  of  the 
Board  need  not  be  members  of  the  Corporation 
when  elected  to  office.  At  least  one  member  of  the 
Board  of  Directors  shall  be  a person  representative 
of  the  hospitals  of  the  State  of  Arizona.  The  re- 
mainder of  the  members  of  the  Board  shall  not  be 
physicians  nor  representatives  of  hospitals,  but  shall 
be  representatives  of  the  public  and  citizens  of  the 
State  known  for  their  interest  in  public  betterment. 
The  President  and  the  Secretary  of  the  Arizona 
Medical  Association  shall  be  ex-officio  non-voting 
members  of  the  Board  of  Directors,  and  they  shall 
not  be  counted  in  determining  the  total  number  of 
members  of  the  Board.  Members  of  the  Board  may 
be  re-elected  as  directors,  (but  no  director  may  serve 
more  than  three  full  consecutive  terms.) 

NOTE:  All  bracketed,  italicized  words  represent  dele- 
tion; all  fully  capitalized  words  are  new'  material. 
Resolution  A-3-74 

Introduced  by  Arizona  Medical  Association,  Inc. 

Subject:  Failure  to  attend  meetings.  Article  III,  Sec- 

tion 6 of  the  Bylaws. 

RESOLVED,  That  Article  III,  Section  6 of  the  By- 
laws be  amended  to  read: 

Section  6.  Removal  from  Office.  ANY  MEMBER 
OF  THE  BOARD  OF  DIRECTORS  WHO  FAILS 
TO  ATTEND  THREE  MEETINGS  OF  THE 
BOARD  IN  A CALENDAR  YEAR  (INCLUDING 
ANNUAL,  REGULAR  AND  SPECIAL  MEET- 
INGS OF  WHICH  THE  REQUIRED  NOTICE 
HAS  BEEN  GIVEN,  IRRESPECTIVE  OF 
WHETHER  A QUORUM  WAS  OR  WAS  NOT 
PRESENT)  SHALL  FORFEIT  THE  OFFICE  OF 
DIRECTOR  THEREBY  CREATING  A VACAN- 
CY TO  BE  FILLED  AS  PROVIDED  IN  SEC- 
TION II  OF  THIS  ARTICLE.  A DIRECTOR  SO 
REMOVED  FROM  OFFICE  SHALL  NOT  ELI- 
GIBLE TO  BE  REAPPOINTED  TO  THE  BOARD 
DURING  THE  REMAINDER  OF  THE  TERM 
TO  WHICH  HE  WAS  ELECTED  OR  APPOINT- 
ED. IN  ADDITION,  any  Member  of  the  Board  of 
Directors  may  be  removed  for  any  proper  cause  by 
a two-thirds  vote  of  the  entire  Board  of  Direc- 
tors of  the  Corporation  taken  at  any  regular 
or  special  meeting,  provided  that  each  director  has 
been  given  ten  days  written  notice  that  such  action 
is  to  be  considered  at  the  meeting  involved.  (Proper 
cause  shall  include,  but  not  be  limited  to,  consistent 
absence  from  meetings.) 

NOTE:  All  bracketed,  italicized  words  represent  dele- 
tion; all  fully  capitalized  words  are  new  material. 

Resolution  A-4-74 

Introduced  by  Arizona  Medical  Association,  Inc. 

Subject:  Nominating  Committee.  Article  IV,  Section 

4 of  the  Bylaws. 

RESOLVED,  That  Article  IV,  Section  4 of  the  By- 
laws be  amended  to  read: 

Section  4.  Nominating  Committee.  The  nominat- 
ing committee  shall  consist  of  5 members  appointed 
annually  (,  two)  by  the  President  of  the  Arizona 
Medical  Association  (from  its  membership,  and  two 
physicians,  one  of  whom  shall  be  a)  AND  SHALL 
INCLUDE  THE  FOLLOWING:  ONE  PHYSICIAN 
MEMBER  OF  THE  BOARD  OF  DIRECTORS 
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OF  THIS  CORPORATION,  ONE  PHYSICIAN 
member  of  the  Medical  Review  Committee,  TWO 
PHYSICIAN  MEMBERS  OF  THE  ARIZONA 
MEDICAL  ASSOCIATION  NEITHER  OF 
WHOM  HAS  SERVED  ON  THE  BOARD  OF 
DIRECTORS  OF  THIS  CORPORATION,  AND 
ONE  NON-PHYSICIAN  (and  one  of  whom  shall 
be  a member  of  the  Board,  and  one  lay  person  to 
be  selected  by  the  Board  of  Directors  of  this  Cor- 
poration). The  committee  shall  be  appointed  at  least 
16  weeks  prior  to  the  annual  meeting  of  the  Mem- 
bership of  the  Corporation.  The  committee  shall 
notify  all  participating  physicians  of  the  upcoming 
vacancies  on  the  Board  of  Directors  and  the  Med- 
ical Review  Committee,  soliciting  suggestions  for 
nominations.  The  committee  in  making  these  nom- 
inations will  give  due  consideration  to  representation 
of  the  various  specialties  and  to  geographic  repre- 
sentation. At  least  8 weeks  prior  to  the  annual  meet- 
ing of  the  Membership  of  the  Corporation,  the 
Nominating  Committee  shall  report  (at  least  two) 
ONE  OR  MORE  nominations  for  each  forthcoming 
vacancy  on  the  Board  of  Directors  and  on  the 
Medical  Review  Committee.  ADDITIONAL  NOM- 
INATIONS MAY  BE  MADE  FROM  TPIE  FLOOR 
AT  ANY  MEETING  AT  WHICH  AN  ELECTION 
IS  HELD. 

NOTE:  All  bracketed,  italicized  words  represent  dele- 
tion; all  fully  capitalized  words  are  new  material. 

It  was  moved  and  carried  to  arrange  to  have  the  above 
regulations  (A-l-74,  A-2-74,  A-3-74,  and  A-4-74)  intro- 
duced into  the  Arizona  Blue  Shield  Medical  Service 
Corporate  Body  at  their  next  meeting. 

John  C.  Foster's  letter  12/26/74 

The  letter  requested  from  Mr.  Foster  commenting  on 
the  above  resolution  was  received  for  information. 
Accepting  Direct  Assignments 

Gerda  E.  Klipfel,  M.D.,  letter  of  1/15/74,  urging 
Blue  Shield  to  accept  direct  assignments  was  discussed. 

It  was  moved  and  carried  to  refer  this  matter  to  the 
Board  of  Directors  of  Blue  Shield. 

AD  HOC  COMMITTEE  ON  MATERNAL 
& CHILD  CARE 

State  of  Arizona  Crippled  Children’s  Services 

Dr.  Dew  reviewed  the  letter  forwarded  to  the  Crip- 
pled Children’s  Services  as  directed  by  the  Board  of 
Directors  at  its  last  meeting,  as  follows: 

"As  you  are  aware,  a special  committee  of  this  Asso- 
ciation has  considered  a certain  problem  presented  to  it 
relating  to  the  Arizona  Crippled  Children’s  Services. 
That  committee  submitted  their  recommendations  to  the 
Board  of  Directors  of  this  Association  in  their  meeting  of 
November  25,  1973.  The  Board  of  Directors  received 
for  information  the  statement  from  the  committee, 
which  is  reproduced  below,  and  has  asked  that  I transmit 
that  recommendation  to  you,  with  the  knowledge  that 
the  Board  of  Directors  looks  with  favor  upon  their  report. 

The  Board  of  Directors  is  cognizant  of  the  fact  that 
the  Arizona  Crippled  Children’s  Board  of  Directors  is 
considering  this  matter,  and  this  is  certainly  appreciated. 

The  following  is  the  statement  as  submitted  by  our 
special  committee: 

‘After  due  consideration,  the  Section  on  Crippled 
Children’s  Services  of  the  Ad  Hoc  Committee  on  Ma- 


ternal and  Child  Care  believes  that  the  present  policies 
relating  to  professional  staffing  of  the  Arizona  Crippled 
Children’s  Services  are  unduly  restrictive. 

Correction  of  these  restrictive  policies  should  be  ac- 
complished promptly  by  amendment  to  the  present  by- 
laws of  the  professional  staff  of  the  Crippled  Children’s 
Hospital  in  Phoenix  and  the  Crippled  Children’s  Clinic 
in  Tucson  so  that  all  physicians  qualified  by  state  licen- 
sure, specialty  board  certification  and  professional  com- 
petence shall  have  equal  opportunity  to  treat  Crippled 
Children’s  Services  patients  while  at  the  same  time  as- 
suring that  these  patients  shall  have  access  to  all  quali- 
fied physicians  as  defined  above. 

That  after  the  professional  staff  bylaws  have  been  re- 
structured, they  be  submitted  to  the  Arizona  Medical 
Association  for  the  purpose  of  ascertaining  that  the  un- 
duly restrictive  portions  are  satisfactorily  corrected. 

Further,  that  the  Crippled  Children’s  Services 
promptly  investigate  in  the  outlying  counties  the  use  of 
local  qualified  and  certified  physicians  in  conducting 
clinics  and  performing  surgery  locally  when  it  is  in  the 
best  interest  of  the  patient.’ 

This  Association,  as  you  are  aware,  is  most  interested 
in  the  resolution  of  this  action,  and  would  appreciate 
communication  from  you  after  your  Board  of  Directors 
has  had  time  to  take  action.  This  Association’s  next  Board 
of  Directors  meeting  is  scheduled  for  February  16, 
1974.” 

In  response  to  the  above  letter,  the  following  letter 
was  received  by  the  Association  on  February  15,  1974: 
“The  State  Board  of  Crippled  Children’s  Services  con- 
sidered at  length  the  problems  raised  by  Dr.  Sattenspiel’s 
letter  to  Dr.  Colton  at  its  monthly  board  meeting  held 
on  January  17,  1974,  and  again  at  its  monthly  board 
meeting  held  early  on  February  14,  1974,  for  the  pur- 
pose of  attempting  to  communicate  with  you  concerning 
the  resolution  prior  to  your  association’s  Board  of  Direc- 
tors’ meeting  on  February  16,  1974. 

On  January  29,  1974,  there  was  transmitted  to  us  a 
communication  from  counsel  representing  Boyd  R. 
Burkhardt,  M.D.,  wherein  he  requested  that  Dr.  Burk- 
hardt  and  other  doctors  presently  concerned  over  staff 
membership  policies  be  permitted  to  appear  at  the  meet- 
ing of  the  State  Board  of  Crippled  Children's  Services 
scheduled  for  February  14,  1974,  which  request  was 
granted  by  our  board.  The  meeting  with  Dr.  Burkhardt 
and  his  counsel  appears  to  have  been  the  basis  for  a 
possible  resolution  of  this  matter  between  the  parties 
actually  involved. 

The  State  Board  of  Crippled  Children’s  Sendees  un- 
animously requests  that  your  board  defer  action  on  the 
resolution  concerning  our  staffing  for  a reasonable  dura- 
tion based  upon  the  following  facts: 

1.  Dr.  Burkhardt  has  threatened  to  file  a civil  action 
in  the  courts  of  the  State  of  Arizona  against  the  State 
Board  of  Crippled  Children’s  Services  based  upon  con- 
stitutional grounds.  We  have  requested  the  Attorney 
General  of  the  State  of  Arizona  to  investigate  these 
charges  and  such  an  investigation  will  take  a matter 
of  weeks. 

2.  You  may  be  assured  that  our  board  is  giving 
serious  consideration  to  the  matters  raised  by  the 
November  25,  1973,  resolution  and  believes  the  best 
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interest  of  all  concerned  would  be  met  if  action  on 
this  matter  by  your  organization  would  be  deferred 
for  at  least  two  months. 

3.  In  view  of  the  fact  that  certain  information  was 
disclosed  to  us  by  Dr.  Burkhardt  on  February  14, 
1974,  for  the  first  time,  which  information  may  be 
persuasive  to  our  position  but  which  requires  further 
investigation,  we  are  unable  to  set  forth  a definitive 
and  all-encompassing  response  to  the  resolution  at  this 
time. 

It  is  therefore  requested  that  your  Board  of  Directors 
defer  action  on  the  resolution  of  the  ad  hoc  committee 
for  two  months.” 

Considerable  discussion  enused  on  the  many  aspects 
of  the  problem  resulting  in  the  following  action: 

It  was  moved  and  carried  to  table  this  matter. 

1974  Budget  Request 

It  was  moved  and  carried  to  refer  to  the  Finance  Com- 
mittee the  request  for  a $2000.00  budget  for  the  Ad  Hoc 
Committee  on  Maternal  and  Child  Care. 

AD  HOC  COMMITTEE  ON  PHYSICIAN 
REHABILITATION 

Dr.  Dew  reviewed  the  background  which  created  a 
study  committee  to  deal  with  the  question  of  a need  for 
a special  committee  responsible  for  dealing  with  physi- 
cians in  need  of  rehabilitation. 

It  was  moved  and  carried  to  support  the  resolution  of 
the  committee,  which  was  that  there  is  indeed  a need  for 
such  a committee  and  that  one  be  established. 
Appointment 

It  was  moved  and  carried  to  confirm  the  following 
appointments  to  the  Ad  Hoc  Committee  on  Physician 
Rehabilitation: 

Otto  L.  Bendheim,  M.D. 

William  E.  Bishop,  M.D. 

John  T.  Clymer,  M.D. 

Robert  I.  Cutts,  M.D. 

Donald  L.  Damstra,  M.D. 

Richard  E.  Duisberg,  M.D.,  Chairman 
Laurence  M.  Linkner,  M.D. 

Edward  Sattenspiel,  M.D. 

Karl  E.  Voldeng,  M.D. 

ARTICLES  OF  INCORPORATION 
& BYLAWS  COMMITTEE 

At  the  request  of  the  Board  of  Directors  the  Articles 
of  Incorporation  and  Bylaws  Committee  submitted  the 
following  suggested  bylaws  changes: 

Resolution  A-l-74 

Introduced  by:  Board  of  Directors 
Subject:  Chapter  VIII  — House  Delegates  — Section 
10.  — First  Session  (g).  Chapter  X — Amendments  — 
Section  3. 

RESOLVED,  That  Chapter  VIII  - House  of  Dele- 
gates — Section  10.  — Items  of  Business  for  Annual 
Meeting  — First  Session  — (g)  — be  amended  to 
read: 

(g)  [First  reading]  INTRODLICTION  of  proposed 
amendments 

RESOLVED,  That  Chapter  X — Amendments  — Sec- 
tion 3.  — Reading  of  Proposed  Amendments  — be 
amended  to  read: 

Section  3.  [Reading]  INTRODUCTION  of  Propos- 
ed Amendments:  — All  Proposed  amendments  shall 


be  [read]  INTRODUCED  at  the  first  session  of  the 
Annual  Meeting;  referred  to  the  Committee  on 
Amendments,  and  voted  upon  at  the  second  session 
of  that  meeting.  A special  meeting  of  the  House 
may  be  called  to  consider  amendments  only,  in 
which  instance  proposed  amendments  may  be  [read] 
INTRODUCED  and  voted  upon  at  a single  session. 
NOTE:  All  bracketed,  italicized  words  represent 
deletions;  all  fully  capitalized  words  are  new  ma- 
terial. 

Resolution  A-2-74 

Introduced  by:  Board  of  Directors 

Subject:  Maternal  and  Child  Health  Care  Committee 
— Chapter  VII  — Standing  and  Special  Committees 
— Section  4.  — Paragraph  (h). 

RESOLVED,  That  Chapter  VII  — Standing  and  Spe- 
cial Committees  — Section  4.  — Composition  and 
Duties  of  Standing  Committees  — (h)  Maternal  and 
Child  Health  Care  — be  added  to  read: 

(h)  MATERNAL  AND  CHILD  HEALTH  CARE: 
- THIS  COMMITTEE  SHALL  CONSIST  OF  A 
CHAIRMAN  AND  AT  LEAST  EIGHT  MEMBERS 
TO  INCLUDE  SPECIALTY  REPRESENTATION 
FROM  FAMILY  PRACTICE,  OBSTETRICS  AND 
GYNECOLOGY,  PEDIATRICS,  AND  A PHYSI- 
CIAN REPRESENTATIVE  FROM  THE  ARIZONA 
DEPARTMENT  OF  HEALTH  SERVICES.  THE 
COMMITTEE  SHALL  REPRSENT  THE  ASSO- 
CIATION ON  ALL  QUESTIONS  RELATING  TO 
MATERNAL  AND  CHILD  HEALTH  CARE. 

Note:  All  bracketed,  italicized  words  represent  de- 
letions; all  fully  capitalized  words  are  new  material. 

Resolution  A-3-74 

Introduced  by:  Board  of  Directors 

Subject:  Scientific  Assembly  Committee  — Chapter 
VII  — Standing  and  Special  Committees  — Section 
4.  — Paragraph  (n). 

RESOLVED,  That  Chapter  VII  — Standing  and  Spe- 
cial Committees  — Section  4.  — Composition  and 
Duties  of  Standing  Committees  — (n)  — Scientific 
Assembly  — be  amended  to  read: 

(n)  Scientific  Assembly:  — This  committee  shall 
consist  of  at  least  nine  members  appointed  by  the 
President  with  the  approval  of  the  Board  of  Direc- 
tors, including  the  Vice  President  as  a member.  Two 
members  shall  be  from  Pima  County,  four  members 
from  Maricopa  County  and  the  remainder  from  the 
remaining  component  societies.  Committee  member- 
ship should  include  representation  of  the  major 
branches  of  medicine  to  insure  preparation  of  a pro- 
gram of  interest  to  all  members  of  the  Association. 
Staggered  terms  shall  be  for  three  years.  The  Chair- 
man shall  serve  one  year  after  appointment,  follow- 
ing two  years  of  membership  on  the  committee,  pre- 
ferably one  of  which  shall  have  been  as  Assistant 
Chairman.  The  Committee  shall  [appoint]  ELECT 
an  Assistant  Chairman  [and  a Secretary]  ANNUAL- 
ly  from  among  its  members.  The  duties  of  the 
committee  aer  to  arrange  for  the  annual  meeting, 
including  (a)  selection  of  scientific  subjects  and 
speakers,  (b)  business  and  (c)  social  activities. 

The  committee  shall  formulate  a working  format 
and  assignment  of  specific  duties  and  functions  to 
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its  members.  The  committee  shall  meet  within  six 
weeks  after  each  annual  meeting,  six  months  there- 
after, and  as  many  other  times  as  deemed  necessary 
by  the  Chairman,  and  shall  have  the  power  to  plan 
three  years  in  advance  and  to  obligate  space  at  lo- 
cations specified  or  approved  by  the  Board  of 
Directors. 

The  committee  shall,  with  the  approval  of  the 
Board,  set  forth  the  rules  of  the  meeting  with  regard 
to  discussion  and  publication  of  the  papers  given, 
and  to  registration  and  permission  to  attend  the 
scientific  meetings. 

No  specialty  group  composed  of  members  of  this 
Association  may  hold  a meeting  of  the  specialty 
group  during  the  term  of  the  General  Meeting  with- 
out the  approval  of  this  committee.  In  no  case  shall 
such  specialty  meetings  conflict  in  time  with  any  of 
the  meetings  of  the  Association  during  the  Annual 
Meeting. 

The  Scientific  Assembly  Committee  shall  issue  the 
program,  including  publication  thereof  in  the  Jour- 
nal, and  shall  have  general  charge  of  arrangements 
with  the  assistance  of  a Committee  on  Arrange- 
ments, if  one  be  deemed  necessary. 

Note:  All  bracketed,  italicized  words  represent  de- 
letions: all  fully  capitalized  words  are  new  material. 

Resolution  A-4-74 

Introduced  by:  Board  of  Directors 

Subject:  Chapter  IX  — Dues  and  Assessments  — Sec- 
tion 1.  — Paragraph  (b). 

RESOLVED,  That  Chapter  IX  — Dues  and  Assess- 
ments — Section  1.  — Fixing  of  Annual  Dues;  Pay- 
ments; Reinstatements;  Collections;  Enforcement  — 
(b)  — be  amended  to  read: 

The  annual  dues  and  the  dues  and  assessments  of 
the  American  Medical  Association  shall  be  payable 
January  first  of  the  year  for  which  levied  and  shall 
be  delinquent  after  February  fifteenth  of  that  year. 
[Members  suspended  for  failure  to  pay  the  annual 
dues  and  assessments  cannot  be  reinstated  until  such 
indebtedness  has  been  discharged.  Such  indebted- 
ness shall  apply  only  to  the  last  year  of  delinquency, 
but  then  only  as  a new  member  on  election  and 
acceptance  by  the  County  Medical  Society.]  The 
secretary  of  each  county  society  shall  collect  and 
forward  to  the  Association  Secretary,  the  dues  for 
its  members,  together  with  the  dues  and  assessments 
levied  by  the  American  Medical  Association. 

Note:  All  bracketed,  italicized  words  represent  de- 
letions; all  fully  capitalized  words  are  new  material. 

Resolution  A-5-74 

Introduced  by:  Board  of  Directors 

Subject:  Professional  Committee  — Chapter  VII  — 
Standing  and  Special  Committees  — Section  4.  — 
Paragraph  (k). 

RESOLVED,  That  Chapter  VII  — Standing  and  Spe- 
cial Committees  — Section  4.  — Composition  and 
Duties  of  Standing  Committees  — (k)  — Professional 
— be  amended  to  read: 

(k)  Professional:  — This  committee  shall  consist  of 
a Chairman  and  at  least  ten  members.  A Chairman 
shall  be  appointed  annually  from  among  the  mem- 
bers who  have  served  for  at  least  three  years  on 
the  committee. 


The  committee  will  be  responsible  for  all  profes- 
sional aspects  of  medicine,  other  than  the  economic 
and  legislative  areas  [,]  AND  THOSE  AREAS 
COVERED  BY  OTHER  STANDING  COMMIT- 
TEES, and  comprise  sections  on  Aging  and  Gen- 
eral Medicine  [(cancer,  diabetes,  arthritis,  alcohol- 
ism, deafness,  visually  handicapped,  blood  and  nurs- 
ing homes)];  Allied  medical  groups  (allied  and  para- 
medical professions  and  groups)];  Athletic  medicine; 
Disaster  medicine;  Drug  abuse;  Emergency  Care; 
Medicine  and  Religion;  Mental  health;  [Perinatal 
and  Maternal  mortality];  Poison  control;  Public 
health  [(Maternal  and  child  health,  water  and  air 
pollution;  nursing  homes  and  venereal  disease)]; 
Rehabilitation  Medicine;  Safety  and  such  other  sec- 
tions as  may  be  indicated  from  time  to  time.  It 
shall  interest  itself  in  medico-legal  problems.  Furth- 
er, an  advisor  to  the  Woman’s  Auxiliary  of  ArMA 
shall  be  designated  ( to  be  chosen  from  the  same 
geographic  area  of  the  state  as  the  current  Presi- 
dent of  the  Women’s  Auxiliary). 

Each  committee  member,  except  the  Chairman,  shall 
serve  as  Chairman  of  a section  for  a particular  ac- 
tivity. The  Chairman  may  also  serve  as  the  Chair- 
man of  a section.  The  section  Chairman  shall  be 
appointed  by  the  President  of  the  Association,  with 
advice  of  the  Chairman  of  the  Professional  Com- 
mittee. 

Note:  All  bracketed,  italicized  words  represent  de- 
letions; all  fully  capitalized  words  are  new  material. 

Resolution  A-6-74 

Introduced  by:  Board  of  Directors 

Subject:  Provision  for  direct  student  representation  in 
ArMA  — Chapter  II  — Membership  — Section  3.  — 
Paragraph  (G).  Chapter  VIII  — House  of  Delegates 
— Section  1.  — Section  2.  — Section  3.  — Section  4. 

RESOLVED,  That  Chapter  II  — Membership  — Sec- 
tion 3.  — Classes  of  Membership  — (G)  Student 
Members  — be  amended  to  read: 

[A  student]  MemberS  OF  DULY  CONSTITUTED 
CHAPTER  OF  THE  STUDENT  AMERICAN 
MEDICAL  ASSOCIATION  IN  ARIZONA  may  be 
elected  AS  STUDENT  MEMBERS  by  the  Board 
of  Directors  upon  WRITTEN  recommendation  of 
[a  county  medical  society.]  THEIR  RESPECTIVE 
CHAPTER.  The  student  members  shall  be  enrolled 
in  an  accredited  school  pursuing  a course  of  study 
leading  to  a Doctor  of  Medicine  degree. 

Rights.  Student  members  shall  have  all  the  rights 
and  privileges  of  associate  members  [.]  AND,  IN 
ADDITION,  SHALL  HAVE  THE  RIGHT  TO 
SERVE  AS  DELEGATES  AS  SET  FORTH  IN 
CHAPTER  VIII. 

RESOLVED,  That  Chapter  VIII  — House  of  Dele- 
gates — Section  1.  — Composition  of  House;  Meet- 
ings; — be  amended  to  read: 

The  House  shall  constitute  the  voting  body  of  the 
Association  and  shall  be  composed  of  the  elected 
Delegates  of  the  county  societies,  ELECTED 
DELEGATES  OF  EACH  DULY  CONSTITUTED 
CHAPTER  OF  THE  STUDENT  AMERICAN 
MEDICAL  ASSOCIATION  IN  ARIZONA,  and  the 
members  of  the  Board.  Delegates  who  are  there- 
after elected  as  officers  do  not  by  such  election  lose 
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their  status  as  voting  Delegates  in  the  House.  The 
past  presidents  of  the  Association  shall  be  ex-officio 
members  of  the  House  of  Delegates  without  the 
right  to  vote. 

The  House  shall  meet  at  least  once  a year  at  the 
time  of  the  Annual  Meeting.  In  addition,  special 
meetings  of  the  House  may  be  held  at  any  time, 
upon  at  least  six  weeks  notice  thereof  to  the  Dele- 
gates, at  the  call  of  the  Board,  or  upon  the  call  of 
twenty  Delegates  representing  at  least  eight  county 
societies. 

RESOLVED,  That  Chapter  VIII  — House  of  Dele- 
gates — Section  2.  — Number  of  Delegates  — be 
amended  to  read: 

Each  county  society  shall  be  entitled  to  representa- 
tion in  the  House  by  twro  Delegates,  or  their  alter- 
nates, for  the  first  twenty  active  members  or  frac- 
tion thereof,  and  one  additional  Delegate  for  each 
additional  twenty  active  members  or  major  fraction 
thereof,  as  determined  on  the  October  first  preced- 
ing the  Annual  Meeting. 

EACH  DULY  CONSTITUTED  CHAPTER  OF 
THE  STUDENT  AMERICAN  MEDICAL  ASSO- 
CIATION IN  ARIZONA  SHALL  BE  ENTITLED 
TO  REPRESENTATION  IN  THE  HOUSE  BY 
TWO  DELEGATES  OR  THEIR  ALTERNATES. 

RESOLVED,  That  Chapter  VIII  - House  of  Dele- 
gates — Section  3.  — Election  of  Delegates  by 
County  Societies;  List  Thereof  — be  amended  to 
read: 

Section  3.  Election  of  Delegates  [by  County  Socie- 
ties];  List  Thereof:  — Sufficiently  in  advance  of  the 
Annual  Meeting,  each  county  society  AND  DULY 
CONSTITUTED  CHAPTER  OF  THE  STUDENT 
AMERICAN  MEDICAL  ASSOCIATION  IN  ARI- 
ZONA shall  elect  Delegates  and  an  equal  number 
of  alternates  to  represent  it  in  the  House.  In  the 
absence  of  any  Delegate,  his  alternate  may  vote  in 
his  name  on  any  question  before  the  House.  No 
alternate  shall  be  eligible  for  election  to  office,  but 
he  may  be  appointed  to  membership  on  House 
Committees  in  the  absence  of  the  Delegate.  The 
secretary  of  each  county  society  AND  EACH 
CHAPTER  OF  THE  STUDENT  AMERICAN 
MEDICAL  ASSOCIATION  shall  send  the  list  of 
such  elected  Delegates  and  alternates  to  the  Secre- 
tary of  the  Association  not  later  than  two  months 
before  the  Annual  Meeting.  Representation  in  the 
House  shall  be  contingent  upon  compliance  with 
this  provision.  A member  to  be  seated  must  present 
evidence  at  the  time  of  his  appearance  at  the  House, 
of  his  official  election  by  his  county  society  [.]  OR 
CHAPTER  OF  THE  STUDENT  AMERICAN 
MEDICAL  ASSOCIATION. 

RESOLVED,  That  Chapter  VIII  — House  of  Dele- 
gates — Section  4.  — Payment  of  Dues  and  Assess- 
ments; County  Reports  — be  amended  to  read: 

The  record  of  payment  of  dues  and  assessments  in 
the  offices  of  the  Association  shall  be  final  in  de- 
termining the  rights  of  a COUNTY  SOCIETY  Dele- 
gate to  participate  in  the  proceedings  of  the  Asso- 
ciation and  business  of  the  House.  Any  county  so- 
ciety which  fails  to  make  its  required  reports  of  the 


record  of  payment  of  dues  and  assessments  before 
the  Annual  Meeting  shall  be  without  representation 
at  such  meeting. 

Note:  All  bracketed,  italicized  words  represent  de- 
letions; all  fully  capitalized  words  are  new  material. 
Resolution  A-7-74 

Introduced  by:  Board  of  Directors 
Subject:  Chapter  VII  — Standing  and  Special  Com- 
mittees — Section  4.  — Composition  of  Standing 
Committees:  — Amendment 
RESOLVED,  That  Chapter  VII  — Standing  and  Spe- 
cial Committees  — Section  4.  (e)  be  added  to  read: 
(e)  Health  Manpower:  - THIS  COMMITTEE 

SHALL  CONSIST  OF  A CHAIRMAN  AND  AT 
LEAST  EIGHT  MEMBERS,  GIVING  CONSIDER- 
ATION TO  GEOGRAPHICAL  DISTRIBUTION. 
THE  COMMITTEE  SHALL  REPRESENT  THE 
ASSOCIATION  ON  ALL  QUESTIONS  CON- 
CERNING HEALTH  MANPOWER,  INCLUDING 
THE  EVALUATION  AND  DEVELOPMENT  OF 
HEALTH  MANPOWER  TRAINING  PROGRAMS, 
AS  WELL  AS  THE  DEVELOPMENT  OF  PRO- 
GRAMS TO  IMPROVE  THE  DISTRIBUTION 
AND  UTILIZATION  OF  HEALTH  MANPOWER. 
Note:  All  bracketed,  italicized  words  represent  de- 
letions; all  fully  capitalized  words  are  new  material. 
It  was  moved  and  carried  to  have  Resolutions  A-l-74 
through  A-7-74,  as  written  above,  introduced  in  the 
Arizona  Medical  Association  House  of  Delegates  at  their 
next  meeting. 

FINANCE  COMMITTEE 

Financial  Statement  for  Period  Ending  1/31/74 

Dr.  Dexter  presented  the  report  for  the  first  month 
of  the  year  - RECEIVED. 

Annual  Audit 

Dr.  Dexter  reviewed  the  Annual  Audit  for  the  year 
1973  made  by  Henry  & Horne,  Certified  Public  Ac- 
countants, which  included  the  following  statement: 

“We  have  examined  the  balance  sheet  of  the  Arizona 
Medical  Association,  Inc.,  as  of  December  31,  1973 
and  the  related  statements  of  income  and  surplus  and 
the  statement  of  changes  in  financial  position  for  the 
year  then  ended.  Our  examination  was  made  in  ac- 
cordance with  generally  accepted  auditing  standards 
and  accordingly  included  such  tests  of  the  accounting 
records  and  such  other  auditing  procedures  as  we  con- 
sidered necessary  in  the  circumstances. 

In  our  opinion  the  aforementioned  statements  present 
fairly  the  financial  position  of  the  Association  at  De- 
cember 31,  1973  and  the  results  of  its  operations  and 
the  changes  in  its  financial  position  for  the  year  then 
ended  in  conformity  with  generally  accepted  account- 
ing principles  applied  on  a basis  consistent  with  that 
of  the  preceding  year. 

Our  examination  was  made  primarily  to  form  an  opin- 
ion on  the  basic  financial  statements.  We  also  examin- 
ed the  accompanying  departmental  statements  of 
general  operations,  building  operations,  and  benevo- 
lent and  loan  operations  for  the  year  ended  December 
31,  1973.  In  our  opinion,  these  supplemental  depart- 
mental statements  are  fairly  stated  in  all  material 
respects  as  they  relate  to  the  financial  statements 
taken  as  a whole.” 
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Intern  & Resident  Committee  Budget 

It  was  moved  and  carried  to  refer  to  the  Finance  Com- 
mittee the  request  of  $300.00  as  the  1974  budget  of  the 
Ad  Hoc  Intern  & Resident  Membership  Committee. 

Medical  Student  Attending  AMA  Meetings 

Dr.  Dexter  reported  that  the  Finance  Committee  rec- 
ommends that  the  Association  finance  the  attendance  of 
a medical  student  at  AMA  Annual  and  Clinical  meetings. 

It  was  moved  and  carried  to  finance  the  attendance 
of  a medical  student  to  attend  AMA’s  Annual  and  Clini- 
cal Meetings,  the  choice  of  the  student  attending  to  be 
made  by  the  President  of  the  Arizona  Medical  Associa- 
tion. 

1975  Budget 

Dr.  Dexter  reviewed  proposed  resolution  2-74  dealing 
with  the  1975  budget. 

It  was  pointed  out  that  the  proposed  budget  calls  for 
an  $800.00  contingency  which  is  not  realistic.  Consider- 
able discussion  enused.  It  was  also  pointed  out  that  the 
cost  of  living  has  increased  in  excess  of  8.5%  over  the 
last  year  alone  and  that  dues  for  this  Association  have 
not  been  raised  since  1970. 

It  was  moved  and  carried  to  increase  active  member 
dues  by  $10.00  to  a total  of  $130.00  effective  January  1, 
1975  to  account  for  the  8.5%  increase  in  costs,  and  to 
introduce  the  following  resolution  in  the  House  of  Dele- 
gates at  their  1974  meeting. 

Resolution  2-74 

Introduced  by:  Board  of  Directors 

Subject:  1975  Calendar  Year  Budget  of  Income  and 
Expense 

WHEREAS,  It  is  customary  for  the  House  of  Dele- 
gates to  approve  the  Budget  of  Income  and  Expendi- 
tures for  the  next  succeeding  calendar  year  of  the 
Arizona  Medical  Association,  Inc.;  therefore  be  it 


RESOLVED,  That  the  following  Budget  of  Income 
and  Expenditures  for  the  calendar  year  1975  be 


adopted  as 

follows: 

General 

Income 

Expenditures 

Contingency 

Operations 

Committee 

$268,700.00 

$223,200.00 

$45,500.00 

Operations 

Annual 

2,000.00 

42,380.00 

(40,380.00) 

Meeting 

Publishing 

40,300.00 

36,560.00 

3,740.00 

Operations 

Building 

60,100.00 

54,060.00 

6,040.00 

Operations 
Benevolent 
& Loan 

33,600.00 

26,600.00 

7,000.00 

Operations 

2,000.00 

2,000.00 

-0- 

TOTAL  $406,700.00 

; and  be  it  further 

$384,800.00 

$21,900.00 

ESOLVED, 

That  the  annual  dues  of 

the  Arizona 

Medical  Association,  Inc.,  be  increased  to  $130  for 
active  members  with  $120  going  to  General  Opera- 
tions Budget  and  $10  going  to  the  Publishing  Oper- 
ations Budget;  and  be  it  further 
RESOLVED,  That  the  Service  member  dues  by  $32.50 
with  $22.50  going  to  the  General  Operations  Budget 
and  $10  going  to  the  Publishing  Operations  Budget; 


and  be  it  further 

RESOLVED,  That  the  Intern  or  Resident  Active 
member  dues  be  $13  with  $3.00  going  to  the  Gen- 
eral Operations  Budget  and  $10  going  to  the  Pub- 
lishing Operations  Budget. 

LEGISLATIVE  COMMITTEE 

Actions  of  Committee  1/26/74 

It  was  moved  and  carried  to  approve  the  recommenda- 
tions of  the  Legislative  Committee  as  set  forth  in  the 
minutes  of  that  committee’s  meeting  held  1/26/74  ex- 
cept with  regard  to  the  bill  entitled  “State  Laboratory 
Revolving  Fund”  which  is  to  receive  “active  support” 
instead  of  “general  support.” 

Protection  of  Fetus 

It  was  moved  and  carried  to  not  oppose  Mr.  Frank 
Kelley’s  proposed  amendments  to  II.  B.  2168  dated 
2/12/74  which  appeared  as  Agenda  Item  11-B  on  the 
Board  of  Directors  Agenda  for  this  meeting. 

MEDICAL  ECONOMICS  COMMITTEE 

Phase  IV 

Letters  from  Henry  H.  Perritt,  Jr.,  Executive  Secretary 
of  the  Economic  Stabilization  Program,  from  Senator 
Barry  Goldwater  and  the  telegram  from  the  AMA  on 
Cost  of  Living  Council  activities  were  received  for  in- 
formation. 

Financial  Management  Programs 

The  Medical  Economics  Committee  recommendation 
that  ArMA  arrange  for  a series  of  educational  programs 
for  its  members  on  the  general  subject  of  financial  man- 
agement was  discussed. 

It  was  moved  and  carried  to  determine  if  there  is  a 
real  interest  on  the  part  of  the  membership  before  pro- 
ceeding with  this  project. 

MEDICAL  EDUCATION  COMMITTEE 

CME  Reporting  Requirements 

It  was  moved  and  carried  to  approve  the  extension  of 
the  reporting  period  provided  in  Resolution  2-71  from 
June  30,  1974  to  September  30,  1974  and  annually 
thereafter.  Further,  that  it  approve  the  Medical  Educa- 
tion Committee  reporting  to  the  Grievance  Committee 
those  members  who  fail  to  submit  a satisfactory  report 
of  Continuing  Medical  Education  activities  on  Septem- 
ber 30,  1974. 

Resolution  7-73 

It  was  moved  and  carried  that  an  assessment  of  the 
membership  to  coordinate  and  support  Continuing  Medi- 
cal Education  as  suggested  by  7-73  is  unnecessary  at  the 
current  time. 

Accreditation  Program  Approved  for  4 Years 

The  AMA  letter  of  12/10/73  approving  ArMA’s  con- 
tinuing education  certification  program  for  an  additional 
four  years  was  received. 

Recent  Accreditation 

It  was  reported  that  Tucson  Hospitals  Medical  Edu- 
cation Program,  Inc.,  was  approved  for  two  years  — 
Received. 

NOMINATING  COMMITTEE  REPORT 

Dr.  Standifer,  Past  President  and  Chairman  of  the 
Nominating  Committee,  reported  the  following  action 
of  the  Nominating  Committee: 

Vacancies  in  Office  Nominees 

President-Elect  (1974-75)  William  C.  Scott,  M.D. 

Newell  K.  Richardson,  M.D. 
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Vice  President  (1974-75) 

Secretary  (1974-75) 

Treasurer  (1974-75) 

Speaker  of  the  House 
(1974-75) 

Editor-in-Chief  (1974-75) 

Delegate  to  AMA 
(1/1/75-12/31/76) 
Alternate  Delegate  to  AMA 
(1/1/75-12/31/76) 
Delegate  to  AMA 
(1/1/74-12/31/75) 

Alternate  Delegate  to  AMA 
(1/1/74-12/31/75) 
Central  District  Director 
(1974-77)  (Maricopa) 

Southeastern  District 
Director  (1974-77) 
(Cochise,  Graham, 
Greenlee,  Santa  Cruz) 
Southern  District  Director 
(1974-77)  (Pima) 

Southwestern  District 
Director  (1974-77) 

(Pinal,  Yuma) 


Edward  Sattenspiel,  M.D. 
Charles  H.  Finney,  M.D. 
Glen  II.  Walker,  M.D. 

Jay  L.  Sitterley,  M.D. 
Richard  L.  Dexter,  M.D. 
James  L.  Parsons,  M.D. 
Robert  A.  Price,  M.D. 

John  A.  Ash,  M.D. 

John  R.  Green,  M.D. 
William  B.  McGrath,  M.D. 
Seymour  I.  Shapiro,  M.D. 
M.  David  Ben-Asher,  M.D. 
Arthur  V.  Dudley,  Jr.,  M.D. 
Stuart  W.  Westfall,  M.D. 
William  B.  Helme,  M.D. 
Arthur  R.  Nelson,  M.D. 
Richard  O.  Flynn,  M.D. 
John  J.  Standifer,  M.D. 
Albert  J.  Ochsner,  M.D. 

W.  Scott  Chisholm,  M.D. 
Paul  E.  Palmer,  M.D. 

Bruce  N.  Curtis,  M.D. 
Kenneth  A.  Dregseth,  M.D. 


Richard  S.  Armstrong,  M.D. 
Walter  E.  Ahrens,  M.D. 

James  F.  Martin,  M.D. 
James  Volpe,  M.D. 


OCCUPATIONAL  HEALTH  COMMITTEE 

Acupuncture 

The  unanimously  adopted  statements  on  acupuncture 
by  the  Board  of  Medical  Examiners  were  reviewed  and 
are  restated  here. 

“After  considering  evidence  and  information  available 
and  desiring  to  protect  the  public  health  and  safely, 
the  Arizona  Board  of  Medical  Examiners  has  conclud- 
ed that  acupuncture  is  a therapeutic  modality  in  the 
practice  of  medicine  as  defined  by  the  Arizona  Re- 
vised Statutes.  Therefore,  acupuncture  can  only  be 
prescribed  by  licensed  doctors  of  medicine  and  osteo- 
pathy. 

Any  physician  licensed  by  the  Board  and  prescribing 
acupuncture  shall  submit  quarterly  reports  consisting 
of  the  diagnosis,  treatment  and  patient  response  to  the 
Board  of  Medical  Examiners  or  to  a committee  desig- 
nated by  die  Board.  The  usual  and  legal  confidential- 
ity of  patient  medical  records  shall  be  maintained. 
Non-physician  acupuncturists  may  be  registered  as 
physicians’  assistants  provided  they  meet  established 
qualifications  and  requirements  for  registration. 
ADOPTED  UNANIMOUSLY  NOVEMBER  30,  1973” 
In  addition  to  the  above  statement  that  was  released 
to  the  press,  the  following  statement  was  released: 

“The  policy  decision  of  the  Board  of  Medical  Examin- 
ers, issued  November  30,  1973,  on  the  subject  of  acu- 
puncture defines  that  modality  as  an  agent  in  the 
practice  of  medicine  just  as  drugs,  surgery,  anesthesia 
or  any  other  therapeutic  procedure  is  defined.  As  such, 
acupuncture  may  be  practiced  only  by  licensed  doctors 
of  medicine  or  those  other  licensed  health  professionals 


permitted  to  so  practice  by  their  licensure  act  in  this 
state.  We  believe  this  would  limit  the  use  of  acu- 
puncture to  doctors  of  medicine,  doctors  of  osteopathy 
and  to  some  extent,  dentists  and  podiastrists,  in  the 
event  the  Arizona  Board  of  Osteopathic  Examiners, 
the  Arizona  Board  of  Dental  Examiners  and  the  Ari- 
zona Board  of  Podiatry  approve  such  modality  for 
their  licentiates. 

The  Board  of  Medical  Examiners  will  require  doctors 
of  medicine  using  this  modality  to  maintain  controlled 
records  of  all  patients  receiving  acupuncture,  for  a 
competent  peer  review  and  study  from  time  to  time. 
The  gathering  of  such  inforamtion  is  necessary  to 
evaluate  the  efficiacy  of  such  treatment  and  will  aid 
in  the  maintenance  of  the  public  health  and  the  safety 
of  the  patient. 

Finally,  trained  acupuncturists  who  have  proven  quali- 
fications and  meeting  legal  requirements,  may  apply 
to  the  Board  of  Medical  Examiners  and  be  examined 
as  M.  D.  physician’s  assistants.  Those  successful  appli- 
cants may  be  registered  and  obtain  employment  in 
accordance  with  the  Rules  and  Regulations  as  approv- 
ed by  law.” 

It  was  pointed  out  by  Mr.  Paul  Boykin,  Executive 
Director  of  BOMEX,  that  the  above  statements  were  not 
the  final  rules,  as  a public  hearing  is  scheduled  for 
2/28/74  that  will  result  in  the  adoption  or  non-adoption 
of  the  above  as  ‘‘rules  of  the  board.” 

ArHA  s request  re:  Acupuncture 

Dr.  Dew  reviewed  the  Arizona  Hospital  Association’s 
request  for  a statement  from  ArMA  on  BOMEX’s 
11/30/73  news  release. 

It  was  moved  and  carried  to  defer  action  on  this  re- 
quest until  final  action  is  taken  by  BOMEX  on  2/28/74. 

IGA  6c  Acupuncture 

Dr.  Dew  reviewed  the  Occupational  Health  Commit- 
tee’s recommendation  which  was  as  follows: 

“It  was  moved  and  carried  to  recommend  to  the  Board 
of  Directors  that  the  Association  make  the  following 
recommendations  to  the  ICA. 

1.  That  acupuncture  treatment  be  placed  in  the 
“Medicine”  portion  of  the  ICA  schedule  under  the 
subheading  “Specific  Therapeutic  Procedures.” 

2.  That  the  conversion  factor  for  the  initial  acupunc- 
ture consultation  should  be  set  at  a value  of  5 units 
which  would  include  the  first  treatment,  if  indicated. 
Follow-up  treatments  would  be  set  at  a value  of  2.5 
units  per  treatment.  Prior  authorization  would  be  re- 
quired. Each  authorized  series  not  to  exceed  fifteen 
treatments.” 

Letters  from  Donald  E.  Howland,  M.D.,  and  Burnell 
R.  Brown,  M.D.,  were  received  indicating  that  the  com- 
mittee’s recommendations  were  too  low  and  should  be 
6 units  for  initial  consultation  and  3 units  for  follow-up 
treatment. 

Extensive  and  involved  discussion  enused. 

It  was  moved  and  carried  that  we  advise  the  Industrial 
Commission  of  Arizona  that  we  are  not  sufficiently  in- 
formed at  this  time  to  make  a recommendation,  and  that 
at  such  time  as  this  information  is  forthcoming  we  will 
so  convey  it  to  the  ICA. 

Proposed  Legislation 

The  Board  reviewed  proposed  legislation  dealing  with 
workmen’s  compensation  cases  which  would  provide  for 
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changing  of  physicians  after  thirty  days. 

It  was  moved  and  carried  to  give  “non-support”  to  this 
legislation  as  proposed. 

PROFESSIONAL  COMMITTEE 

Mr.  Robinson  reported  that  the  public  education  pro- 
gram on  “learning  disabilities”  was  being  developed  and 
that  background  supporting  material  is  being  drawn  to- 
gether to  support  the  Association’s  position  on  this 
matter. 

PUBLIC  RELATIONS  COMMITTEE 

Dr.  Finney,  Chairman  of  the  Public  Relations  Com- 
mittee, reported  that  public  relations  activities  during 
the  past  three  months  have  focused  on  increased  broad- 
cast media  exposure,  promotion  of  the  “Health  Matters” 
newspaper  column,  and  expanded  publicity  efforts.  In 
addition  to  progress  in  these  special  projects,  the  Com- 
mittee, the  Association  staff  and  our  public  relations 
counsel  have  continually  monitored  news  media  cover- 
age of  medical  issues,  provided  appropriate  background 
information  to  the  media,  and  assisted  in  the  scheduling 
of  speakers  for  radio,  television  and  group  meetings. 
“HEALTH  MATTERS” 

Samples  of  the  proposed  weekly  newspaper  column 
“Health  Matters”  have  been  enthusiastically  received 
by  publishers  and  editors  throughout  the  state.  Ten 
newspapers  have  already  begun  printing  the  column 
as  a result  of  mailings  in  December.  Twenty  addi- 
tional newspapers  were  offered  the  column  in  January, 
with  follow-up  contacts  to  be  completed  within  the 
next  two  weeks. 

It  is  anticipated  that  at  least  20  newspapers  will  be 
carrying  the  column  by  March  1. 

Dr.  Lawrence  Shapiro  will  continue  to  work  with 
our  public  relations  counsel  in  the  development  of 
future  column  drafts.  Each  column  (samples  of  first 
10  were  distributed  in  November  to  the  Board  of 
Directors)  focuses  on  a single  health-related  topic,  and 
is  approximately  80  words  in  length. 

“MEDICAL  OPINION” 

A monthly  television  program  entitled  “Medical 
Opinion”  was  begun  January  26  in  Phoenix.  Planned 
and  coordinated  by  the  Arizona  Medical  Association, 
the  program  is  to  be  broadcast  on  the  fourth  Saturday 
of  every  month  from  6:30  to  7 p.m.  by  KOOL-TV 
(Channel  10). 

Dr.  Merlin  K.  DuVal,  Vice  President  for  Health 
Sciences  of  the  University  of  Arizona,  is  host  and 
moderator  for  the  live  program  which  features  two 
practicing  physicians  answering  questions  telephoned 
by  viewers.  The  discussion  and  questions,  which  are 
screened  by  an  off-camera  physician,  pertain  to  a 
single  topic  selected  for  each  program. 

The  initial  program  concerned  heart  diseases.  Panel- 
ists were  Dr.  Alberto  Benchimol  and  Dr.  Jerome  C. 
Robinson.  Dr.  William  G.  Chaffee,  Jr.  screened  the 
questions. 

Dates  and  selected  topics  for  future  programs  are: 
Feb.  23  (Accidents  and  Emergency  Medical  Treat- 
ment); March  23  (Cancer);  April  27  (“Pill  Popping”); 
and  May  25  (Mental  Health).  Topics  for  subsequent 
programs  (tentatively  scheduled  for  June  22,  July  27, 
August  24,  September  28,  October  26,  November  23 
and  December  28)  are  to  be  determined  by  May  1. 
Suggestions  on  potential  topics  will  be  appreciated. 


Although  participating  physicians  for  the  first  two 
broadcasts  are  all  from  the  Phoenix  area,  it  is  antici- 
pated that  physicians  from  throughout  the  state  will 
be  called  upon  to  serve  as  panelists  for  future  pro- 
grams. 

“OUNCE  OF  PREVENTION” 

The  series  of  eight  television  programs  produced  by 
the  American  Academy  of  Pediatrics,  “Ounce  of  Pre- 
vention”, was  aired  by  KTAR-TV  (Channel  12)  in 
Phoenix  during  December  and  January.  Coordinated 
by  officers  of  the  Arizona  Chapter  of  the  Academy 
and  Owens  & Associates,  the  series  served  to  under- 
score the  Association’s  public  education  and  health 
awareness  efforts. 

The  committee  and  the  agency  are  now  working  to- 
ward presentation  o fthe  series  in  Tucson.  Additional 
programs  in  the  series,  now  being  developed  by  Dr. 
Frederick  Margolis  of  the  American  Academy’s  Public 
Information  Committee,  will  be  marketed  in  both 
Phoenix  and  Tucson. 

OTHER  TELEVISION  EXPOSURE 

The  Association  has  been  represented  at  meetings 
to  develop  a new  television  series  on  consumer-orient- 
ed topics  to  be  broadcast  by  KAET-TV  (Channel  8) 
in  Phoenix,  beginning  in  March.  KAET  also  continues 
its  airing  of  “The  Killers”:  a five-part  series  detailing 
heart  disease,  genetic  defects,  pulmonary  diseases, 
trauma  and  cancer.  Use  of  public  service  television 
spots  provided  by  ArMA  to  all  TV  stations  in  the  state 
has  remained  at  a high  level. 

PUBLICITY 

Extensive  statewide  coverage  was  given  by  print 
and  broadcast  media  to  the  Association’s  statement  op- 
posing extension  of  Phase  IV  guidelines.  Significant 
coverage  was  also  gained  on  the  establishment  of  the 
Physician’s  Assistants  Placement  Service  of  ArMA, 
the  participation  of  a Prescott  physician  in  the  AMA 
“Project  U.S.A.”  program,  and  the  Association’s  re- 
action to  a distorted  article  on  Medicare  payments 
that  appeared  in  the  Phoenix  press. 

Background  materials  have  also  been  developed 
for  announcement  of  the  Association’s  stance  on  visual 
training  programs  for  young  people  with  learning  dis- 
abilities. 

Distribution  of  the  “press  kits”  for  all  newspapers, 
radio  and  television  stations  in  the  state  has  been 
scheduled  for  early  spring  to  maximize  attention  on 
activities  at  the  1974  Annual  Meeting. 

Commendation  was  given  to  the  Public  Relations  Com- 
mittee and  the  Owens  Agency  for  the  excellent  work 
being  done  on  this  program  — REPORT  RECEIVED. 

AMA  DELEGATES  REPORT 

National  Medical  Specialty  Societies 

Dr.  Cloud  reviewed  the  AMA’s  letter  of  1/17/74  re- 
questing our  opinions  on  direct  representation  from 
specialty  societies  in  the  AMA  House  of  Delegates. 

It  was  moved  and  carried  that  the  Arizona  Medical 
Association  go  on  record  as  being  opposed  to  the  pro- 
posal to  admit,  en  masse,  members  of  the  Inter-Specialty 
Council  to  the  House  of  Delegates  of  the  AMA. 

Report  of  Anaheim  Meeting 

Dr.  Shapiro  reported  on  the  AMA’s  clinical  meeting 
in  Anaheim  in  early  December,  in  part  as  follows: 
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“PSRO  dominated  the  recent  assembly  of  the  AMA 
House  of  Delegates  in  Anaheim.  Beginning  with  an 
all  day  symposium  on  Saturday,  December  1,  contin- 
uing with  a full  afternoon  of  reference  committee 
hearings  on  Monday,  December  3,  and  culminating 
in  a two-hour  debate  in  the  House  on  Wednesday, 
December  5,  the  concern  of  the  AMA  with  the  de- 
veloping PSRO  law  was  readily  apparent. 

In  the  course  of  the  meeting,  we  were  addressed  by 
Dr.  Charles  C.  Edwards,  Assistant  Secretary  for 
Health,  Dept,  of  HEW,  Dr.  Henry  E.  Simmons,  top 
HEW  official  for  PSRO,  Illinois  Congressman  Philip 
M.  Crane,  members  of  the  AMA  Advisory  Committee 
on  PSO,  and  top  officers  of  the  AMA.  Eight  State 
Delegates  came  instructed  to  oppose  PSRO,  and  along 
with  many  individual  AMA  members,  detailed  their 
opposition  to  PSRO. 

The  objections  to  the  PSRO  law  fell  into  five  man 
areas:  The  prospect  of  bureaucratic  control  of  the 
practice  of  medicine,  the  emphasis  on  cost  contain- 
ment while  paying  lip  service  to  quality  control,  the 
restrictive  effect  of  standards  and  norms  of  care  on 
quality  and  innovation,  the  loss  of  confidentiality  of 
patients’  records,  and  the  punitive  measures  in  the  law. 

Those  who  favored  continuing  cooperation  with  the 
law  stressed  the  minimal  possibility  of  achieving  re- 
peal of  the  law,  the  likely  damage  to  the  AMA’s  public 
image  in  seeking  repeal,  and  the  real  risk  that  repeal 
would  result  in  less  favorable  statutes.  On  the  positive 
side,  the  long  standing  advocacy  of  peer  review  by 
the  medical  profession  and  the  opportunity  to  influ- 
ence the  developing  regulations  for  implementation 
of  the  law  were  cited  as  reasons  for  cooperation  by 
the  profession. 

The  resultant  resolution  which  has  been  published 
in  American  Medical  News,  summarized  in  ArMA’s 
Medical  Memos  and  irresponsibly  dissected  and  dis- 
torted by  the  lay  press,  offers  something  for  everyone. 
Essentially,  the  resolution  provides  a multi-faceted 
approach  embracing  cooperation  with  PSRO  law  in  an 
attempt  to  influence  the  developing  regulations  and 
concurrent  efforts  to  amend  the  least  acceptable  por- 
tions of  the  law,  while  reaffirming  our  original  op- 
position to  the  concept  of  government  involvement 
in  professional  review,  and  recognizing  that  the  best 
interests  of  the  public  would  be  served  by  total  repeal 
of  the  legislation. 

Meanwhile,  HEW  inexorably  implements  the  law 
as  directed  by  Congress,  and  on  December  20,  1973, 
published  proposals  which  establish  two  PSRO  areas 
for  the  State  of  Arizona.  Soon,  guidelines  for  applying 
for  designation  as  the  PSRO  in  each  area  will  be 
promulgated.  In  the  interim,  we  must  decide  whether 
to  protest  the  proposed  area  designations  or  to  assist 
the  physicians  in  each  area,  if  requested,  in  organiz- 
ing and  preparing  applications  for  designation  as  the 
Professional  Standards  Review  Organization  for  their 
area.  The  AMA  Advisory  Committee  on  PSRO  will 
also  provide  assistance  on  request. 

PSRO  was  not  the  only  controversy  which  con- 
fronted the  AMA  at  Anaheim,  but  having  served  on 
Reference  Committee  A which  heard  the  arguments 
on  the  two  Board  of  Trustees  and  Council  on  Medical 


Service  Reports,  and  17  Resolutions  all  concerning 
PSRO,  I have  confined  my  report  to  this  issue.” 

Dr.  Dudley  reported  as  follows: 

“As  has  been  widely  publicized  in  the  press,  the 
most  important  piece  of  business  during  the  annual 
Clinical  Session  was  long,  loud,  and  often  divided 
debate  on  PSRO.  By  compromise  of  multiple  resolu- 
tions the  Board  of  Trustee’s  report  EE  was  amended. 
This  has  been  fully  publicized  but  one  paragraph 
should  be  emphasized.  'The  considered  opinion  of 
this  House  of  Delegates  is  that  the  best  interests  of  the 
American  people,  our  patients,  would  be  served  by 
repeal  of  the  present  PSRO  legislation.  It  is  also  be- 
lieved that  this  is  consistent  with  our  long-standing 
policy  of  opposition  to  this  legislation  prior  to  pass- 
age.’ 

Equally  important,  but  taking  a lesser  focal  point 
of  interest,  were  the  resolutions  and  reports  on  Phase 
IV  Wage,  Price  Controls.  AMA  and  APIA  have  agreed 
to  work  in  harmony  with  AMA  to  support  the  AHA  in 
its  battle  against  proposed  controls  over  acute  care 
hospitals.  The  Board  was  directed  “as  a matter  of 
high  priority”  to  seek  relief  for  physicians  from  wage 
and  price  controls.  Legal  action  to  be  instituted  and 
so  advised  by  legal  counsel. 

A total  of  67  reports  and  81  resolutions  were  acted 
upon  at  this  convention.  The  highlights  have  been 
highly  publicized  in  American  Medical  News,  and 
will  not  be  recounted  in  this  report. 

It  should  be  noted  that  Doctor  Seymour  Shapiro 
was  on  the  Reference  Committee  which  met  for  long 
sessions  trying  to  resolve  the  PSRO  problem.  This 
service  was  indeed  appreciated  by  all.” 

Dr.  Fischer,  our  resident  member  to  the  meeting, 
reported  as  follows: 

“I  want  to  thank  the  Arizona  Medical  Association 
for  sponsoring  my  attendance  at  the  AMA  meeting. 

I felt  that  it  was  extremely  worthwhile  and  I hope 
the  policy  will  be  continued. 

Of  major  importance  to  me  was  attendance  at  the 
intern-residents  business  session,  Saturday  morning 
December  1,  1973.  As  established  by  the  Board  of 
Trustees  of  the  House  of  Delegates  of  the  AMA,  the 
intern-resident  delegate  to  the  AMA  is  elected  at  this 
meeting.  Any  AMA  intern-resident  (I-R)  member 
present  at  the  meeting  is  allowed  to  hold  office.  As 
yet  there  has  been  no  attempt  to  solicit  the  votes  or 
the  opinions  of  the  other  AMA  I-R  who  are  physically 
unable  to  attend  the  meeting.  The  PHYSICIAN’S 
NATIONAL  HOUSE  STAFF  ASSOCIATION  (PN- 
HA),  a young  national  house  staff  group  which  rep- 
resents large,  rather  militant  house  staff  organizations 
brought  house  officers  to  the  meeting,  had  them  join 
the  AMA  on  the  spot,  and  thus  the  PNHA  slate  was 
elected  to  all  the  I-R  business  session  offices.  Needless 
to  say  this  was  quite  upsetting  to  many  of  the  more 
moderate  I-R  present. 

The  I-R  business  session  then  took  action  on  pro- 
posals that  affect  house  staff.  These  included  taking  a 
stand  on  due  process  for  house  officers,  having  the 
AMA  help  in  drawing  up  a model  contract  for  house 
officers,  and  stating  the  house  staff  is  completely 
opposed  to  the  National  Board  of  Medical  Examiners 
licensure  for  house  staff. 
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Participation  in  reference  committees  is  important 
as  it  allows  input  in  to  the  policy  making  process  of 
the  AMA.  Another  area  of  participation  is  in  discus- 
sions with  delegates  on  many  areas  of  concern  to 
house  officers.  I participated  in  the  ArMA  caucus  and 
the  Mountain  States  breakfast.  I also  had  an  oppor- 
tunity to  talk  with  the  ArMA  representatives  present 
at  the  meeting  at  various  times. 

Since  the  AMA  meeting  a number  of  things  have 
happened  which  I’d  like  to  report  to  you  now.  I was 
appointed  to  the  AMA  Board  of  Trustees  Committee 
on  House  Staff  Affairs  and  our  first  meeting  was  held 
January  19  and  20  at  Wigwam  Hotel  in  Litchfield 
Park,  Arizona.  It  became  readily  apparent  that  my 
role  on  the  committee  was  to  act  as  counter-force  to 
PNHA  representatives.  Our  committee  will  try  to  ad- 
vise the  Board  of  Trustees  on  any  topic  of  concern 
to  house  officers  including  intern-resident  membership 
in  the  AMA.  This  became  a heated  issue  at  our  meet- 
ing. The  chairman  of  the  intern-resident  business  ses- 
sion supposedly  the  elected  representative  for  AMA 
I-R  members  actually  stated  that  his  personal  alle- 
giance was  to  the  PNHA  and  he  did  not  even  want 
to  encourage  I-R  membership  in  the  AMA  or  the  local 
medical  association.  I vehemently  disagreed  and  over 
the  next  two  meetings  it  should  be  interesting  to  see 
the  outcome.  I feel  that  it  is  imperative  that  more 
representative  I-R’s  attend  the  various  AMA  meetings 
to  insure  that  a representative  and  responsible  I-R 
leadership  is  elected.  I hope  the  ArMA  will  continue 
to  send  I-R  representatives  and  encourage  other  states 
to  do  the  same. 

The  weekend  following  the  committee  on  House 
Staff  Affairs  meeting,  I participated  in  the  AMA’s 
National  Leadership  Conference  in  Chicago.  I spoke 
in  the  seminar  on  membership  and  from  the  various 
comments  it  was  evident  that  many  leaders  in  organ- 
ized medicine  realize  that  there  is  a problem  with 
increasing  membership  in  the  AMA  and  also  in  the 
local  county  and  state  medical  associations.  The  con- 
clusion was  that  interns  and  residents  must  be  enticed 
to  join  organized  medicine  and  to  do  that  the  county 
medical  associations  must  show  their  concern  for  is- 
sues of  importance  to  house  officers.  The  feeling  that 
one  got  from  the  discussion  was  that  it  was  not  good 
enough  to  wait  until  house  officers  demand  to  have 
a voice  in  organized  medicine.  Organized  medicine 
must  go  out  and  bring  these  young  physicians  in  early 
or  they  will  lose  them.  I hope  we  will  see  an  increase 
in  intern-resident  membership  in  the  near  future. 

Earlier  this  year  the  Pima  County  Medical  Society 
voted  to  allow  full  voting  membership  to  house  offi- 
cers in  that  county.  The  state  medical  association  has 
done  the  same,  however,  Maricopa  County  has  not 
yet  followed  suit.  I have  been  requested  to  attend  the 
meeting  of  the  Maricopa  County  Medical  Society 
some  time  before  the  annual  session  of  ArMA  and  will 
discuss  the  issue  of  full  voting  membership  with  the 
Board  of  Directors.  It  is  my  hope  that  something  will 
be  resolved  on  this  issue  at  that  time.  Besides  meeting 
with  the  county  medical  society  I have  had  numerous 
meetings  and  discussions  with  Bruce  Robinson  and 
members  of  the  Arizona  Medical  Association.  A letter 


has  recently  gone  out  to  all  house  officers  in  the  State 
requesting  them  to  join  the  Arizona  Medical  Associa- 
tion and  the  AMA.  It  is  hope  that  we  will  get  some 
response  to  this  mailing.  I am  also  hopefid  that  house 
officers  will  be  in  attendance  at  the  ArMA  annual 
session  not  simply  to  view  the  exhibits  and  the  scien- 
tific sessions  but,  to  participate  in  the  reference  com- 
mittees and  for  further  discussions  with  members  of 
the  medical  association. 

As  I sat  at  the  membership  seminar  of  the  AMA’s 
National  Leadership  Conference  I have  faith  in  organ- 
ized medicine.  I’ve  helped  change  it  via  involvement 
in  the  Illinois  Medical  Society  as  well  as  direct  in- 
volvement in  the  AMA  over  a number  of  years.  It  is 
my  hope  that  house  officers  will  be  urged  to  become 
involved  and  will  actually  do  so  on  a wide  scale.  If  I 
can  be  of  any  help  in  the  future  on  these  issues,  please 
do  not  hesitate  to  ask.  Thank  you  for  the  opportunity 
of  serving  both  on  I-R  membership  committee  and  as 
your  intern-resident  representative  to  the  AMA  Clin- 
ical Convention.  Thank  you  very  much. 

Daniel  T.  Cloud,  M.D.,  as  a candidate  for  the 
Board  of  Trustees  of  AMA 

It  was  moved  and  carried  that  should  Dr.  Cloud  de- 
cide to  run  as  a candidate,  this  Board  of  Directors 
supports  his  candidacy  for  the  Board  of  Trustees  of  the 
AMA,  including  financial  support,  which  would  be 
cleared  through  the  Finance  Committee. 

CORRESPONDENCE 

Woman’s  Auxiliary  letter  1/30/74 

Mrs.  Raymond  A.  Vaaler’s  letter  expressing  apprecia- 
tion for  the  $1000.00  1974  budget  allotment  was  re- 
ceived. 

Community  Home  Care  Services 

Mrs.  John  B.  Alsever’s  letter  of  1/28/74  expressing 
apreciation  for  use  of  part  of  the  basement  for  their 
office  was  received. 

A.A.F.P. 

Marvin  C.  Schneider,  M.D.,  Secretary  of  the  Arizona 
Academy  of  Family  Physicians  letter  of  1/30/74  regard- 
ing their  stand  on  P.S.R.O.  was  received. 

Arizona  Diabetes  Association 

Bryant  I.  Pickering,  M.D.,  President  of  the  Arizona 
Diabetes  Association,  letter  of  2/6/74  expressing  appre- 
ciation for  use  of  the  building  as  a temporary  office 
was  received. 

OTHER  BUSINESS 

Practice  Management  Workshop 

Mr.  Robinson  reported  that  the  long  planned-for  work- 
shop for  senior  residents  is  scheduled  for  March  4 and 
5,  1974,  and  that  registration  is  almost  sold  out. 

HEW  Response  to  PSRO  Area  Designation  Protest 
Dr.  Simmons’  letter  of  1/21/74  in  response  to  our 
protest  about  splitting  Arizona  into  two  PSRO  areas  is 
as  follows: 

“Thank  you  for  your  recent  letter  concerning  the 
designation  of  Professional  Standards  Review  Organ- 
ization (PSRO)  geographic  service  areas  in  the  State 
of  Arizona  as  proposed  in  the  Federal  Register  on 
December  20,  1973. 

After  February  5,  1974,  when  the  period  of  public 
comment  ends,  the  points  that  have  been  raised  by 
you  and  other  interested  parties  will  be  analyzed;  and, 
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if  appropriate,  modifications  to  our  proposals  will  be 
made.  Only  after  we  are  convinced  that  all  relevant 
information  has  been  carefully  weighed  and  the  re- 
quirements of  the  law  satisfied,  will  we  publish  final 
PSRO  areas.  This  announcement  will  appear  in  the 
Federal  Register  in  the  form  of  a Notice  of  Final 
Rulemaking. 

I appreciate  having  the  benefit  of  your  perspective 
on  the  area  designations  in  your  area,  and  you  can 
be  sure  that  the  information  you  have  provided  will 
be  helpful  to  us  in  making  our  final  determinations 
for  your  State.”  — RECEIVED. 

Intern  and  Resident  Membership  Drive 

The  Intern  and  Resident  membership  drive  under  the 
direction  of  Lee  A.  Fischer,  M.D.,  and  James  M.  Evers, 
M.D.,  has  resulted  in  32  inquiries  about  membership 
which  have  been  referred  to  the  appropriate  county 
medical  societies  for  follow-up.  — RECEIVED. 

M.D.  Internships  & Osteopaths 

Richard  W.  Abbuhl’s  letter  of  1/25/74  regarding  the 
Arizona  Board  of  Osteopathic  Examiners  in  Medicine 
and  Surgery,  et  al,  vs.  Gary  Wayne  Ferris,  D.O.,  was 
reviewed. 

It  was  moved  and  carried  to  refer  this  matter  to  the 
Medical  Education  Committee  for  review  and  recom- 
mendation. 

Director  of  the  Department  of  Health  Services 

Dr.  Dew’s  letter  endorsing  Dr.  Schamadan  for  the 
subject  position,  which  was  directed  by  the  Executive 
Committee  was  approved. 

Resolution  4-74  — PSRO 

Dr.  Standifer  reviewed  the  following  resolution  which 
he  asked  the  Board  to  introduce  in  the  House  of  Dele- 
gates: 

WHEREAS,  The  PSRO  law  is  a discriminatory,  re- 
pressive law  applying  only  to  those  physicians  in 
private  practice  and  not  to  those  physicians  in  the 
military,  VA  Hospital  System  and  the  Public  Health 
Hospital  System;  and 

WHEREAS,  The  PSRO  law  would  usurp  funda- 
mental rights  and  duties  of  physicians  toward  their 
patients  and  therefore  be  detrimental  to  thir  pa- 
tients; and 

WHEREAS,  PSRO  would  permit  violation  of  pa- 
tient-physician confidentiality  by  representatives  of 
the  federal  government  and  therefore  detrimental 
to  patient  care;  and 

WHEREAS,  PSRO  has  the  potential  to  increase  the 
cost  of  health  care  by  causing  the  formation  of  yet 
another  bureaucracy  and  therefore  detrimental  to 
our  patients  who  must  pay  the  increased  cost;  and 
WHEREAS,  There  are  existing  effective  mechan- 
isms for  Peer  Review  which  do  not  violate  patient 
privilege;  and 

WHEREAS,  The  PSRO  law  cannot  be  implemented 
without  active  cooperation  of  the  physicians;  there- 
fore let  it  be 

RESOLVED,  That  the  Arizona  Medical  Association 
go  on  record  as  being  opposed  to  the  PSRO  law 
and  will  actively  work  toward  its  repeal  and  will 
urge  its  members  not  to  be  involved  in  its  imple- 
mentation. 

Following  considerable  discussion  Dr.  Standifer  with- 
drew the  above  resolution. 


It  was  moved  and  carried  to  introduce  the  following 
resolution  in  the  House  of  Delegates  at  its  next  meeting: 
Introduced  by:  Board  of  Directors 
Subject:  Professional  Standards  Review  Organization 
RESOLVED,  That  the  Arizona  Medical  Association 
wholeheartedly  support  Report:  EE  (C-73),  regard- 
ing PSRO,  as  adopted  by  the  American  Medical 
Association  on  December  5,  1973.  (Report  EE  re- 
produced below) 

‘‘As  amended  and  adopted  by  the  House  of  Delegates 
of  the  American  Medical  Association  Report  of  the 
Board  of  Trustees  and  the  Council  on  Medical  Service: 

Report:  EE 
(C-73) 

Subject:  American  Medical  Association  Policy  of  Pro- 

fessional Standards  Review  Organizations 
Presented  by:  James  H.  Sammons,  M.D.,  Chairman, 

Board  of  Trustees;  William  B.  Hildebrand,  M.D., 
Chairman,  Council  on  Medical  Service 
Referred  to:  Reference  Committee  A (Bernard  J.  Pisa- 

ni,  M.D.,  Chairman) 

In  the  Report  of  the  Board  of  Trustees  and  the 
Council  on  Medical  Service  on  “Professional  Standards 
Review  Organizations”,  Report  Z (C-72),  the  Associa- 
tion’s concern  over  the  PSRO  program  prior  to  its 
passage  was  noted.  It  should  be  recalled  that  the  law 
was  passed  over  the  objections  of  the  AMA  and  its 
spokesmen  before  Congress.  However,  the  report  not- 
ed that,  since  PL  92-603  has  been  adopted,  the 
Council  and  the  Board  believed  “that  the  American 
Medical  Association  should  provide  a dominant  role 
of  leadership  in  the  implementation  of  the  PSRO 
program  to  assure  that  the  best  interests  of  the  public 
and  the  profession  are  preserved.” 

In  line  with  this  leadership  role,  specific  responsi- 
bilities were  assigned  to  the  Advisory  Committee 
created  by  House  adoption  of  that  Report,  including 
development  of  rules  and  regulations,  assisting  state 
and  county  associations  in  developing  PSROs,  and 
furnishing  material  for  the  Council  on  Legislation  in 
its  development  of  future  peer  review  legislation. 

At  the  1973  Annual  Convention,  in  adopting  substi- 
tute Resolution  49,  the  House  recognized  that  repeal 
or  modification  of  PSRO  legislation  “ultimately  may 
be  required  to  preserve  the  high  quality  of  priority 
on  developing  and  pursuing  appropriate  amendments 
to  preserve  the  high  quality  of  patient  care.”  Board 
of  Trustees  Report  A (C-73)  at  this  session  indicates 
that  possible  changes  in  the  law  are  under  study; 
information  concerning  this  activity  is  incorporated 
with  this  report. 

It  is  stressed  that  at  all  times  the  House  of  Dele- 
gates determines  Association  policy  and  that  it  is  the 
role  of  the  councils,  committees,  and  the  Board  of 
Trustees  to  implement  this  policy. 

For  the  information  of  the  blouse  of  Delegates,  the 
Board  of  Trustees  and  the  Council  on  Medical  Service 
feel  obligated  to  make  the  following  observations: 

(1)  Our  very  best  information  from  Washington  and 
bipartisan  Congressional  leadership  is  that  there 
is  no  current  political  viability  in  an  effort  to 
repeal  PSRO. 

(2)  Similar  exploration  suggests  that  there  is  Con- 
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gressional  receptivity  to  consideration  of  amend- 
ments to  the  law. 

(3)  “Non-participation”  can  be  interpreted  in  several 
ways.  Non-participation  by  constituent  and  com- 
ponent medical  societies  refers  to  the  unwilling- 
ness of  such  societies  to  cooperate  in  the  develop- 
ment of  PSROs.  Non-participation  by  individual 
physicians  implies  unwillingness  to  provide  pro- 
fessional reimbursable  services  for  Medicare  and 
Medicaid  beneficiaries.  In  general,  non-particiption 
by  organized  medicine  in  the  development  of 
PSROs  would  be  an  abrogation  by  the  profession 
of  its  responsibility  to  the  public  and  the  profes- 
sion to  assure  that  monitoring  of  the  quality  and 
cost  of  medical  care  is  professionally  oriented. 
Regardless  of  participation  or  non-participation  by 
physicians  or  medical  organizations,  no  physician 
can  escape  review  of  his  Medicare  and  Medicaid 
services  as  long  as  the  law  remains  in  force. 

(4)  A significant  proportion  of  the  profession  appears 
to  agree  that  amendments  to  the  law  can  improve 
it.  The  Board  of  Trustees  and  its  Council  on 
Legislation  are  currently  preparing  a series  of 
amendments.  (See  Appendix  A,  attached.) 

(5)  Experience  in  developing  the  mandated  AMA 
leadership  role  in  PSRO  implementation  has  identi- 
fied many  areas  where  such  amendments  may  be 
necessary. 

(6)  Government  resistance  to  Association  recommenda- 
tions in  some  areas  indicates  that,  for  certain  facets 
of  the  program,  amendment  may  be  a more  effec- 
tive approach  than  attempts  to  influence  regula- 
tions and  directives. 

(7)  The  PSRO  law  is  widely  interpreted  as  a cost 
control  measure.  However,  there  is  reason  to  be- 
lieve that  it  may  generate  costs  in  excess  of  sav- 
ings. 

(8)  If  PSRO  legislation  were  to  be  repealed,  other 
cost  control  measures  now  existing  in  law  would 
be  applied.  Other  legislative  measures  for  cost 
containment  would  certainly  be  introduced. 

In  the  light  of  the  observations  noted  above,  the 
options  available  to  the  Association  are: 

(A)  To  improve  the  law  through  development  of  reg- 
ulations and  administrative  practices; 

(B)  To  seek  amendments  to  the  law  which  would  re- 
move the  undesirable  features  of  the  present 
statute; 

(C)  To  promote  repeal  of  the  law; 

(D)  To  suggest  non-participation  by  all  constituent 
and  component  societies.  Such  non-participation 
would  specifically  refer  to  the  establishment  of  a 
PSRO  by  a unit  of  organized  medicine. 

Finally,  it  should  be  recognized  that  these  options 
are  not  necessarily  mutually  exclusive. 

The  Board  of  Trustees  and  the  Council  on  Medical 
Service  are  aware  of  the  possibility  that  the  House 
of  Delegates  could  elect  to  support  the  idea  of  repeal 
of  the  law.  However,  the  practical  considerations  in- 
dicate that  this  may  be  impossible  to  achieve,  so  that 
there  should  be  a policy  position  which  would  prevail 
so  long  as  the  law  remains  in  force. 

The  AMA  affirms  the  following  principles: 


1.  That  the  medical  profession  remains  firmly  com- 
mitted to  the  principle  of  peer  review,  under  pro- 
fessional direction,  and 

2.  That  medical  society  programs  of  proven  effective- 
ness should  not  be  dismantled  by  PSRO  implemen- 
tation, and 

3.  That  the  Association  suggests  that  each  hospital 
medical  staff,  working  with  the  local  medical  so- 
ciety, continue  to  develop  its  own  peer  review, 
based  upon  principles  of  sound  medical  practice 
and  documentable  objective  criteria,  so  as  to  certify 
that  objective  review  of  quality  and  utilization  does 
take  place;  to  make  these  review  procedures  suffi- 
ciently strong  as  to  be  unassailable  by  any  outside 
party  or  parties;  and  that  the  local  and  state  med- 
ical societies  take  all  legal  steps  to  resist  the  intru- 
sion of  any  third  party  into  the  practice  of  medi- 
cine, and 

4.  That  this  House  of  Delegates,  as  individual  physi- 
cians and  through  the  Board  of  Trustees  and  its 
Council  on  Legislation,  work  to  inform  the  public 
and  legislators  as  to  the  potential  deleterious  effects 
of  this  law  on  the  quality,  confidentiality  and  cost 
of  medical  care;  and  the  hope  that  the  Congress 
in  their  wisdom  will  respond  by  either  repeal,  mod- 
ification, or  interpretation  of  rules  which  will 
protect  the  public.  The  considered  opinion  of  this 
House  of  Delegates  is  that  the  best  interests  of  the 
American  people,  our  patients,  would  be  served 
by  the  repeal  of  the  present  PSRO  legislation.  It 
is  also  believed  that  this  is  consistent  with  our  long- 
standing policy  and  opposition  to  this  legislation 
prior  to  passage. 

The  considered  opinion  of  the  Board  of  Trustees 
and  the  Council  on  Medical  Service  is  to  recommend 
to  the  House  of  Delegates  that  the  AMA  continue  to 
exert  its  leadership  and  support  constructive  amend- 
ments to  the  PSRO  law,  coupled  with  continuation  of 
the  effort  to  develop  appropriate  rules  and  regula- 
tions.” 

ArMA/ArHA  Board  of  Directors  meetings 

Dr.  Dew  reported  on  his  and  Mr.  Robinson’s  attend- 
ance at  the  Board  of  Directors  of  the  Arizona  Hospital 
Association  held  2/14  and  2/15.  He  expressed  the 
thought  of  how  very  valuable  this  exchange  is,  and 
hopes  that  it  continues. 

Fuel  Crisis 

Dr.  Dew  reviewed  the  letter  that  he  directed  to  the 
State  Fuel  Allocation  Officer  offering  our  assistance  in 
working  out  a fuel  distribution  system  for  those  working 
in  the  emergency  medical  services.  No  response  to  or 
acknowledgment  of  the  letter  has  been  received  to 
date.  - RECEIVED. 

INTRAV  Tours 

It  was  moved  and  carried  that  proceeds  realized  from 
ArMA/INTRAV  Tours  may  be  used  to  send  employees 
of  ArMA  and  their  spouses  on  such  tours.  That  the 
Executive  Committee  in  consultation  with  the  Executive 
Director  is  empowered  to  determine  which  employee 
will  benefit  from  these  trips. 

Meeting  adjourned  at  3:35  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 
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INblCATIONS:Tfierapeut/ca//y;  used  as  an  adjunct  to  appropriate  systemic 


Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
* organisms,  as  in:  • infected  burns,  skin  grafts,  surgfcal  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN 

^POLYMYXIN  B-MM-NEOMYQN) 


Ointment 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vz  oz.  and  V3 2 oz.  (approx.)  foil  packets. 
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5057  N.  34th  STREET 
PHOENIX , ARIZONA  85018 
(602)  955-6200 

general  psychiatry  / child  psychiatry  / psychoanalysis,  clinical  psychology  / and  family  counseling. 


ArMA  offers  A NEW 

INSURANCE  FORM 

WE  BIND  YOUR 
PERIODICALS 

FOR  ALL  CLAIMS 

An  order  today  will  stop  the  confusion  of 
multiple  insurance  forms 
Sample  available  on  request 

COST:  $1 .75  per  hundred 

Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

To:  Arizona  Medical  Association 
81  0 West  Bethany  Home  Rd. 
Phoenix,  AZ  8501  3 

$7.50  per  volume,  including  name  imprint. 

Inquire  about  quantity  discounts. 

Please  send  me  hundred  approved 

insurance  forms  costing  $1.75  per  hundred. 

Free  local  pick  up  and  delivery  on  10  volumes 
or  more. 

NAME  

ROSWELL  BOOKBINDING 

Address  

Bill  me  Q Payment  Enclosed  Q 

2614  North  29th  Avenue 
PHOENIX,  ARIZONA  85009 
272-9338 

We  can  tell  you  how  your 
practice  is  prospering... 
weekly...montnly...or  quarterly. 


Whatever  the  size  of  your  practice,  there’s  a Valley 
Bank  service  that  can  give  you  the  accurate, 
detailed  financial  information  you  need. 

We  call  it  General  Ledger  Management  Service. 
GLM  for  short. 

It’s  quickly  and  easily  installed.  It’s  uncompli- 
cated. And  it  easily  adapts  to  a single-doctor 
practice,  professional  corporations  or  multi-doctor 
clinics. 

It  allows  your  bookkeeper  single-handedly  to 
implement  and  maintain  a comprehensive  general 
ledger  system  for  your  practice.  Our  computer  does 
all  the  posting  and  balancing  (that  one  feature  alone 
can  save  hours  of  tedious,  time-consuming  detail 
work) . 

Because  it  significantly  reduces  manual 
accounting  time,  the  service  saves  money  for  many 
physicians,  too. 


The  Valley  Bank’s  General  Ledger  Management 
System  organizes  information  in  a way  that  makes 
it  easy  for  you  to  analyze  where  your  practice 
stands  financially.  It’s  more  comprehensive,  more 
flexible,  and  provides  more  value  for  your  money 
than  any  other  general  ledger  system  offered  in 
Arizona. 

Call  us.  We’ll  show  you  why. 

In  Phoenix  261-2103 

In  Tucson  792-7370 


Tailored  to  your  specific  needs. 

■ GLM  reports  can  be  provided  weekly,  monthly 
or  quarterly. 

■ Four  basic  reports  are  provided,  each  with 
special  options  available:  General  Ledger,  Trial 
Balance,  Statement  of  Profit  and  Loss,  and 
Balance  Sheet. 

■ Optional  reports  are  available,  offering  in-depth 
expense  ledger  analyses. 

■ Conversion  to  GLM  will  probably  not  require 
any  changes  in  your  present  accounting  pro- 
cedures. 

■ GLM  costs  are  computed  only  on  the  amount 
of  work  processed  for  you  (no  wasteful  blanket 
charges). 
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fttedical  Center  and  Clinical  Xabcraterif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  258-3484 

CLINICAL  PATHOLOGY  DIAGNOSTIC  X-RAY 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE  ELECTROCARDIOGRAPHY 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 
Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 
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We  keep  Blue  Shield  your  shield 


Standing,  I to  r:  Gary  Davis,  Dick  Yort,  Joe  Villegas, 

Esther  Robbins,  Jack  Eversole.  Seated:  Art  Arthin,  We’re  the  Blue  Shield 

Professional  Relations  Director.  professional  relations  experts. 

Our  job  is  to  listen  to  you. 
Answer  your  questions.  Act  on 
your  suggestions.  And  thereby 

keep  Blue  Shield  the  viable  organization  you  and  your  patients  need. 

We  never  forget  that  Blue  Shield  was  created  by  doctors  to  help 
satisfy  the  needs  of  doctors.  That’s  why  we’ll  continue  to  work  with 
you  in  every  way  we  can  to  keep  Blue  Shield  your  shield. 


Blue  Shield 


of  Arizona 

® Registered  Service  Mark  of  the  National  Association 
of  Blue  Shield  Plans 


YOU  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


why  not  have  it 
laminated? 


it  will  last  a lifetime.... 

PLR.&UE  SHOP 


Wood  plaques  — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 


7231  EAST  FIRST  AVENUE' 
SCOTTSDALE,  ARIZONA  *5251  • 
(602)  945-933* 


MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 


MEDICAL  BOOKSTORE 

College  of  Medicine 
University  of  Arizona 
Tucson,  Arizona  85724 

Phone:  882  - 6669 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


Emergency — our  business 

Air  Evac  — serving  all  Arizonans  — 
can  be  ordered  by  any  physician 
anytime  to  transport  a patient 
anywhere.  Medically  trained  flight 
crew  is  airborne  in  30  minutes. 

(602)  254-7150 


A/RFVAC 


Samaritan  Health  Service 

Phoenix,  Arizona 


When  is  a Volkswagen  dealer 
not  a Volkswagen  dealer? 


When  it’s  a leasing  company. 

A lot  of  people  think  that  because  Demas  Auto 
Lease  is  affiliated  with  one  of  America’s  outstand- 
ing Volkswagen/BMW  dealers,  all  we  lease  are 
Bugs  and  BMWs.  They  are  wrong.  We  can,  and 
do,  lease  everything  from  Fords  to  Ferraris. 
Mazdas  to  Mark  IVs. 

Lower  Monthly  Payments,  sales  tax  savings,  less 
money  in  front,  a convenient  business  write-off, 
credit  line  not  used  by  contract  liability,  quick 
service  - these  are  all  advantages  of  leasing  your 
next  automobile  from  the  professionals  at 


Demas/anycar 

automobile  leasing 

3230  North  Scottsdale  Road 


947-2710 
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Never  before 

so  much  for  so  little. 

You  couldn’t  get  insurance  coverage  this  extensive  on  your  own. 
And,  even  if  you  could,  you  couldn’t  get  it  for  so  little. 

These  6 plans  were  specially  created  for  the  medical  profession 
under  the  auspices  of  the  Arizona  Medical  Association  as  a 
unique  membership  service. 

Rates  are  extremely  low  because  of  group 
economies.  Claim  processing  is  simple  and 
fast  because  all  plans  are  under  a single 

administrator. 

So  why  settle  for  less  coverage  when  you  can 
get  so  much  for  so  little. 

For  more  information,  contact: 

CHARLES  A.  de  LEEUW  AND  ASSOC.  Phoenix,  Arizona  85012 
3424  North  Central  Avenue  Phone:  248-8500 


PROFESSIONAL  LECTURE  SERIES 


presents 

A SPECIAL  REMEDY  FOR  YOUR  TAX  ACHES  AND  FINANCIAL  PAINS 


by  Dr.  Jerry  A.  Argovitz 

Sheraton-Scottsdale  Scottsdale,  Arizona  May  17-18,  1974 


If  you  could  meet  a man  who  turns  everything  he  touches  into  gold,  you'd 

probably  figure  he  has  a special  way  of  succeeding.  You  might  think  him  to 
be  lucky,  or  have  an  ingenious  mind,  or  that  fate  has  just  smiled  down  on  him. 

Dr.  Jerry  A.  Argovitz  has  none  of  these.  Yet,  at  age  35,  he  has  retired  from 
a lucrative  dental  practice  and  has  his  fingers  in  a number  of  financial  pies,  which 
include  banking  and  sole  ownership  of  Land  Baron  Investments,  a real  estate 
investment  firm  that  controls  in  excess  of  $60  million  worth  of  real  estate. 

How  did  this  happen  to  a young  dentist  who  made  his  first  real  estate  invest- 
ment only  seven  years  ago?  That's  what  lots  of  less  prosperous  folks  would 
like  to  know.  That's  why  he  is  in  such  popular  demand  all  over  the  nation  as  a 
public  speaker.  People  who  want  to  succeed  like  to  hear  him  talk  — especially 
when  he  talks  frankly  like  this.  . . . 

"Ladies  and  gentlemen,  the  information  you  are  going  to  receive  in  the  next 
two  days  is  worth  $75,000  to  you  if  you  will  take  it.  That's  the  minimum  value 
of  the  principles  we  are  going  to  take  up.  . . ." 

Dr.  Argovitz  teaches  at  the  Southwest  School  of  Real  Estate  and  has  lectured 
extensively  throughout  the  country  to  denists,  physicians  and  professional  real 
estate  groups.  He  was  also  on  the  1973  program  of  the  Greater  New  York 
Dental  Meeting.  His  lectures  reveal  his  principles  of  successful  real  estate  invest- 
ments and  how  they  may  be  applied  by  members  of  the  dental  profession  to 
their  own  investment  programs. 

The  pre-registration  fee  for  the  two  day  seminar  (9  a.m.-5  p.m.)  is  $200  and 
becomes  $300  at  the  door.  Attendance  is  limited,  so  please  register  early  by 
sending  your  check  to:  Professional  Lecture  Series,  c/o  Dr.  R.  C.  McConnell,  400 
S.  Cottonwood  Dr.,  Richardson,  Texas  75080.  Pre-registration  will  end  May  7. 
Refunds  will  be  available  prior  to  the  lecture.  Telephone  Number  214/235-4300. 
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AMV 


PROFESSIONAL 

LIABILITY 

INSURANCE 

PROGRAM 

CONTINUES  TO  OFFER 

A FIVE  YEAR  GUARANTEE 
PLUS  ADDITIONAL  COVERAGE 


Call  for  up  to  date  information 


Your  full-service,  all-lines  independent  agencies 
offer  total  risk-management  programming  and 

estate  planning. 


Tucson  and  Southern  Arizona 
Patzman-Allen-Lamb  Cr  Associates 

5902  East  Pima 
Tucson  85712 
Phone  885-2375 


Phoenix  and  Northern  Arizona 
Burns-Harrelson-Burns 

5045  North  12th  Street 
Phoenix  85014 
Phone  266-441 1 


The 


TRAVELERS  Insurance  Companies 

HARTFORD.  CONNECTICUT 
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4601  N.  Scottsdale  Rd. 
Scottsdale,  AZ 


Pharmacy  Directory 


FAIRMONT  PHARMACY 

AN  INDEPENDENT 
WITH 

CHAIN  STORE  PRICES 

3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


FREE  RADIO  EQUIPPED  DELIVERY 

^Scottsdale  call 
Lute's  Scottsdale  Pharmacy 


For 


PRESCRIPTIONS 

3904  N.  Scottsdale  Rd.  945-8420  - 945-8429 
Next  to  the  1 st  National  Bank 
Open  'til  1 0 p.m.  daily  — 9 p.m.  Sundays 


CALL 


IF  BUSY  CALL  252-1573 

Since  1920** 

• COSMETICS 

• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MacALPINE’S 

DRUG  STORE 

THE  xgcotr  store 

2303  N.  7th  ST. 

DON  BRISCOE  - PHARMACIST 
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Duke  R.  Gaskins,  M.D.  Carl  T.  Kirchmaier,  M.D. 

Medical  Director  Associate  Medical  Director 


In  1944  HBA  entered  the  hospital  insurance 
business  as  a pioneer  in  that  field. 

Today  the  Company  is  diversified  and  our 
applications  for  new  insurance  are  55%  for 
life  insurance,  23%  for  disability  loss  of 
time  insurance,  and  22%  for  health  insur- 
ance. 

An  Attending  Physician' s Statement  is  often 
necessary  to  properly  evaluate  a risk  for 
life  insurance.  Asa  service  to  your  patient 
and  our  applicant,  your  prompt  reply  is 
greatly  appreciated. 


Home  Office:  1337  North  First  Stv  Phoenix 


Classified 


UNITED  COLLECTION  CORPORATION 

Tempe  Office 

Tucson  Office 

1 602  East  Williams 

2030  E.  Broadway 

Tempe,  AZ  85281 

Suite  101  j 

Ph:  (602)  966-7275 

Tucson,  AZ  8571  9 
Ph:  (602)  884-8180 

FAMILY  PRACTICE 

Current  second  year  Family  Practice  resident 
at  the  University  of  Utah  program  desires 
group  or  cooperative  group  practice  in  small- 
medium  sized  Arizona  town  July  1975.  Now 
looking  for  preceptorship  possibilities  June- 
July  1974.  Contact  Arizona  Medical  Associa- 
tion, 810  W.  Bethany  Home  Rd.,  Box  5,  Phoe- 
nix, AZ  850 1 3. 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

70  E.  Mitchell  Dr.,  Suite 
Phoenix,  Arizona  85012 
263-9090 


FOR  SALE 

American  Optical  motorized  chair,  $500.  Feree- 
Rand  perimeter  (B&L)  on  adjustable  stand, 
$125.  Contact:  John  V.  Sullivan,  M.D.,  Box  37, 
Tumacacori,  AZ  85640 


Medical  Transcription 
For  Physicians  and 
Hospitals 

MULLEN  MEDICAL  SERVICE,  INC. 

4445  North  36th  Street 
Phoenix,  Arizona  85018 
Telephone  (602)  955-0763 


FOR  SALE 

Megason  Ultrasonic,  by  the  Bircher  Corpora- 
tion, excellent  condition,  $300.  Contact:  Leo 
Schnur,  Box  480,  Sedona,  AZ,  phone  282-3210. 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  327-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

“Established  1 932“ 


MICOSCROPE  - 
ERNST  LEITZ  WETZLAR 

517024  with  Mechanical  stage  and  attached 
light,  including  all  lens  and  carrying  case,  ex- 
cellent condition.  Price  $350.  Contact:  Leo 
Schnur,  M.D.,  Box  480,  Sedona,  AZ  86336. 
Phone  602-282-3210. 
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COLLECTION  PROBLEMS? 

Over  four  years  of  experience  in  Arizona  has 
proven  that  our  system  produces  excellent  re- 
sults using  "soft  collection"  methods  at  costs 
averaging  10%  of  moneys  recovered.  We  have 
documented  cases  of  recovery  costs  as  low  as 
2%.  Paid  accounts  are  the  best  accounts.  Call 
or  write:  American  Billing  Corporation  — 4014 
N.  7th  Street  — Phoenix,  Arizona  85014  — 
265-4729. 


OPPORTUNITY  AVAILABLE 

Tucson  — Family  Practitioner  wanted  to  join 
2-man  group  in  new  facility  across  from  Tucson 
Medical  Center,  around  June  15,  1974.  Craig 
Macbeth,  M.D.,  and  William  M.  Steen,  M.D., 
1638  N.  Country  Club,  Tucson  85716 


CONDOMINIUM  FOR  RENT 
KINO  BAY,  MEXICO 

Luxury  condominium  directly  on  beach.  Fully 
furnished  including  dishes,  linens,  and  maid 
service.  Private  pool.  Kino  Bay  is  68  miles 
west  of  Hermosillo.  Reduced  rates  for  ex- 
tended visits.  For  details  please  contact: 

John  D.  Noble,  Jr. 

John  D.  Noble  & Associates,  Realtors 
5800  North  19th  Ave. 

Phoenix,  AZ  8501 5 
(602)  249-2654 

G)oixlon?inios 
Cl<\cc|acl\nn 


TUCSON  MEDICAL  PARK  BLOCK  2 

One  office  space  for  lease  2400  sq.  ft.  Would 
be  laid  out  to  your  specifications.  Directly 
across  from  Tucson  Medical  Center  on  Grant. 
Superb  parking,  landscaping  and  large  brick 
courtyard  with  fountain  and  trees.  Completion 
July  1,  1974.  Call  evenings  299-6629  or  write 
1301  E.  Sobre  Lomas,  Tucson  85718 


ORDER  NOW 

Manual  of  Routine  Orders  for  Medical  and 
Surgical  Emergencies  (A  new  concept  designed 
to  save  lives).  Warren  Green  Publishing  Corp., 
10  South  Brentwood  Ave.,  St.  Louis,  Missouri 
63105.  Price  $9.50. 


POSITION  AVAILABLE 

Medical  Director  for  Santa  Cruz  County  Family 
Preventive  Health  Program  to  be  responsible 
for  administration  and  staffing  of  Family  Plan- 
ning Well  Child  and  prenatal  clinic.  Location 
Santa  Cruz  County  Health  Department,  No- 
gales, AZ.  Fluency  in  Spanish  preferred,  sal- 
ary $28,000  to  $30,000.  Call  collect  (602) 
287-4188  or  write  Jame  James  Bowerman, 
M.D.,  200  La  Castellana  Nogales,  AZ  85621 


POSITION  AVAILABLE 

General  Practitioner  and  General  Surgeons 
needed  to  assume  well  established  practice  in 
West  Texas  in  85  bed,  modern,  fully  accredited 
hospital  serving  community  of  15,000.  Possible 
gross  of  $100,000  after  first  year.  Near  El  Paso 
and  Odessa,  Texas  and  New  Mexico  moun- 
tains. Please  contact  administrator,  Memorial 
Hospital,  Kermit,  Texas  79745.  Telephone  (915) 
586-251  1,  collect. 


OFFICE  SPACE  AVAILABLE 

Office  space  available  suitable  for  General 
Surgeon,  Orthopedic  Surgeon,  ENT,  or  Plastic 
Surgeon  or  other  subspecialty.  Available  im- 
mediately. Contact:  Paul  James,  955-8701  or 
955-2350. 


LOCATION  AVAILABLE 

Available  immediately  — beautiful  Sedona  pro- 
vides a unique  opportunity  for  a profitable 
medical  practice  for  a family  practitioner  in 
our  new  medical  facility.  For  information  con- 
tact the  Sedona  Emergency  Health  Care  Serv- 
ice, Inc.  Call  (602)  282-7243  or  282-7730  or 
write  P.O.  Box  977,  Sedona,  AZ  86336 
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Future 
Medical  Meetings 


ARIZONA  OPHTHALMOLOGICAL  SOCIETY 
SPRING  MEETING 

April  20,  1974 

Valley  Ho  Hotel,  Scottsdale,  AZ 

SPONSOR:  Arizona  Ophthalmological  Society 

CONTACT: 

Truman  D.  Plainer,  M.D. 

2600  Rural  Road 
Tempe,  AZ  85282 

Approved  for  6 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


ARIZONA  SOCIETY  OF  OTOLARYNGOLOGY 
TEACHING  PROGRAM  1973-74 

Phoenix— Public  Health  Indian  Hospital 
4212  N.  16th  St., 

Main  Conference  Room,  8 P.M. 

Tucson— College  of  Medicine,  Room  21  05 
7:30  P.M. 


DERMATOLOGICAL  PROBLEMS 

April  24,  1974 
USPHS  Hospital,  Page,  AZ 

SPONSOR:  Arizona  Regional  Medical 
Program  and  CESA 

CONTACT: 

R.  Lanny  Hunter,  M.D. 

1 355  N.  Beaver  St. 

Flagstaff,  AZ  86001 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


NEONATOLOGY 

April  25,  1974 

USPHS  Hospital,  Fort  Defiance,  AZ 

SPONSOR:  Arizona  Regional  Medical 
Program  and  CESA 

CONTACT: 

Montgomery  Hart,  M.D. 
c/o  Good  Samaritan  Hospital 
1033  E.  McDowell  Rd. 

Phoenix,  AZ  85006 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SPONSOR:  Arizona  Society  of  Otolaryngology 

CONTACT: 

Richard  D.  Zonis,  M.D. 

7301  4th  St. 

Scottsdale,  AZ  85251 

George  Ely,  M.D. 

601  N.  Wilmot 
Tucson,  AZ  8571  1 

PROGRAM: 

Sinus  Disease,  April  9,  1974.  (Tucson)  April  16 
Cholesteatoma  with  Facial  Paralysis,  April  9,  1974. 

(Tucson)  April  16 

Facial  Nerve  Surgery,  May  14,  1974.  (Tucson)  May  21 

Approved  for  8 elective  hours  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


THIRD  ANNUAL  RURAL  HEALTH  CONFERENCE 

April  30,  May  1,  1974 
Arizona  Medical  Center,  Tucson,  AZ 

SPONSOR:  Dept,  of  Family  & Community 
Medicine  U.  of  A. 

CONTACT: 

Andrew  W.  Nichols,  M.D. 

Dept,  of  Family  & Community 
Medicine, 

University  of  Arizona 
Tucson,  AZ  85724 

Approved  for  10  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


83rd  ANNUAL  MEETING  OF 
THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 

April  25-26,  1974 

Safari  Hotel  Conv.  Center,  Scottsdale,  AZ 

SPONSOR:  Arizona  Medical  Association  & 

University  of  New  Mexico  School 
of  Medicine 

CONTACT: 

Vincent  A.  Fulginiti,  M.D. 

Program  Director 
Arizona  Medical  Association 
810  W.  Bethany  Home  Rd. 

Phoenix,  AZ  85013 

Approved  for  141/2  hours  toward  the  ArMA  Certificate  in  Con- 
tinuing Medical  Education. 


THE  DRUG  ABUSING  PATIENT 

May  17,  1974 

Arizona  State  Hospital,  Phoenix,  AZ 

SPONSOR:  Arizona  State  Hospital 

CONTACT: 

Eli  Schlossberg,  R.Ph. 

Arizona  State  Hospital 
2500  E.  Van  Buren 
Phoenix,  AZ  85008 

Approved  for  3 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 
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ARIZONA  SOCIETY  OF 
CARDIOPULMONARY  TECHNOLOGISTS 
SECOND  ANNUAL  SEMINAR 

May  31  & June  1 , 1974 
Sunburst  Hotel,  Scottsdale,  AZ 

SPONSOR:  A rizona  Society  of 
Cardiopulmonary 

CONTACT: 

Margaret  Aros,  PuT 
2334  E.  Yale 
Phoenix,  AZ 

Approved  for  10  Elective  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PROBLEM  CASE  WORKSHOPS 

3rd  Monday  of  each  month  7:30  a.m. 

Room  4410,  Arizona  Medical  Center,  Tucson,  AZ 

SPONSOR:  Divi  sion  of  Ophthalmology,  U of  A 
College  of  Medicine 

CONTACT: 

H.  E.  Cross,  M.D.,  Ph.D. 

Arizona  Medical  Center 
Dept,  of  Surgery 
Tucson,  AZ 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


REVIEW  COURSE  IN  INTERNAL  MEDICINE 

27  Sessions,  Every  Wednesday 
Nov.  21,  1973-May  22,  1974 

SPONSOR:  Good  Samaritan  Hospital  and 
Maricopa  County  General  Hospital 

CONTACT: 

David  J.  Crosby,  M.D. 

Good  Samaritan  Hospital 

Jerome  H.  Targovnik 

Maricopa  County  General  Hospital 

Approved  for  1 V2  hours  per  session  toward  the  ArMA  Cer- 
tificate in  Continuing  Medical  Education. 


EVENING  SEMINAR  SERIES  FOR  THE 
PRIMARY  CARE  PHYSICIAN 

Last  Monday  of  Months  Sept. -May 
Room  3117  College  of  Medicine 
U of  A,  Tucson,  AZ 

SPONSOR:  Dept,  of  Family  & Community  Medicine, 

U of  A College  of  Medicine 

CONTACT: 

Anthony  F.  Vuturo,  M.D. 

Dept,  of  Family  & Community  Medicine 
U of  A College  of  Medicine 
Tucson,  AZ  85724 

Approved  for  2 required  hours  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


CARDIOLOGY  CONFERENCE 

Weekly  — Friday  8-9  a.m. 

St.  Mary's  Hospital  Auditorium 
Tucson,  AZ 

SPONSOR:  St.  Mary's  Hospital 

CONTACT: 

A.  L.  Forte,  M.D. 

St.  Mary's  Hospital 
Tucson,  AZ 

Approved  for  one  required  hour  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SOCIETY  OF  MEDICINE  AND  RELIGION 

Schedule  of  Meetings  1974 
6:30  Dinner 

SPONSOR:  Society  of  Medicine  and  Religion 

CONTACT: 

Joseph  Hanss,  Jr.,  M.D. 

2021  North  Central  Ave. 

Phoenix,  AZ  85004 
Phone:  252-6045 

PROGRAM: 

Divorce  — Can  We  Ease  The  Pain? 

March  28,  St.  Luke's  Hospital 
Living  With  The  Retarded, 

April  25,  Good  Samaritan  Hospital 
Annual  Meeting,  May  30, 

Beautitudes  Retirement  Home 


SURGICAL  GRAND  ROUNDS 
4TH  TUESDAY  OF  EACH  MONTH 

Hospital  Auditorium 
Baptist  Hospital,  Phoenix 

SPONSOR:  Baptist  Hospital  Phoenix 

CONTACT: 

James  B.  Shields,  M.D. 

6036  N.  19th  Ave. 

Phoenix,  AZ  85015 

Approved  for  1 V2  required  hours  per  month  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


CLINICAL  CANCER  CONFERENCE 

3rd  Wednesday  Every  Month 
Butler  Bldg.  Conference  Room 
Good  Samaritan  Hospital,  Phoenix,  AZ 

SPONSOR:  Good  Samaritan  Hospital 

CONTACT: 

John  A.  Bruner,  M.D. 

926  E.  McDowell  Road 
Phoenix,  AZ  85006 

Approved  for  1 required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


326  APRIL  1974  • XXXI  • 4 


Index  to  Advertisers 


American  Billing  Corp 324 

Arizona  Laminating  Co 316 

Blue  Shield  315 

Bio-Science  Labs  222 

Burroughs  Wellcome 

Neosporin  Ointment  311 

Camelback  Hospital  314 

Camelback  Professional  Bldg 312 

Classified  323,  324 

Demas  Auto  Lease  317 

Doctors  Central  Directory 323 

European  Adventure  4th  Cover 

HBA  Life  Insurance  322 

Hobby  Horse  Ranch  School  316 

Eli  Lilly  & Co. 

Darvocet-N 244 

Marion  Labs  238,  239 

Nico  400  238,  239 

McNeil  Labs 

Parafon  Forte  232,  233 

Medical  Bookstore  316 

Medical  Center  X-Ray  & Clinical  Labs  314 

Merck,  Sharp  & Dohme 

Aldoment  226,  227,  228 

Missouri  Medical  Plaza  231 


Mullen  Medical  Service  323 

National  Casualty  Co 318 

Pharmacy  Directory  321 

Pharmaceutical  Manuf.  Assoc 234,  235 

Professional  Lecture  Series 319 

A.  H.  Robins 

Dimetapp  229 

Phenaphen  230 

Roche  Labs 

Dalmane  Second  Cover,  221 

Efudex  224,  225 

Librium  242,  243 

Roswell  Bookbinding  312 

Safari  Hotel  321 

Safeguard  Business  Systems  233 

Samaritan  Health  Service  316 

G.  D.  Searle 

Pro-Banthine  326,  Third  Cover 

Shelly  Professional  Products  236 

Danny  T.  Seivert 

Insurance  323 

Smith,  Kline  & French 

Dyazide  237 

Travelers  Insurance  Co 320 

United  Collection  Corp 323 

Valley  National  Bank  313 

Wallace  Pharmaceuticals 

Rondomycin  240,  241 


ARIZONA  MEDICINE  327 


how  to  civilize  the 


give  pain  killers?... prescribe  frequent  eating?.. 


give  pain  killers  only? 


They  relieve  pain  but  may  cause  patient  drug 
dependency  and  unnecessary  sedation. 

prescribe  frequent  eating  only? 


Frequent  feeding  helps  buffer  acid,  but  caloric, 
digestive,  and  social  considerations  make 
frequent  eating  both  difficult  and  impractical. 


use  antacids  only? 

Antacids,  like  food,  help  neutralize 
or  buffer  stomach  acidity.  Their 
action  is  short,  usually  lasting 
only  1 to  \lA  hours  (given  four 
hours  after  a meal)."  Some 
patients  may  require 
antacids  every  half  hour. 


When  you  add  Pro-Banthine  yoi 

" brand  of  , , . j . 1 

propantheline  bromide 


Indications:  Pro-Banthine  is  effective  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer.  Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  disease  of  the  gastrointestinal 
tract,  obstructive  uropathy,  intestinal  atony,  toxic  megacolon,  hiatal  hernia 
associated  with  reflux  esophagitis,  or  unstable  cardiovascular  adjustment 
in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be  given  this  medi- 
cation with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 

In  theory  a curare-like  action  may  occur,  with  loss  of  voluntary  muscle 


control.  For  such  patients  prompt  and  continuing  artificial  respirati 
should  be  applied  until  the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction,  and  t 
possibility  should  be  considered  before  administering  Pro-Banthine. 
Precautions:  Since  varying  degrees  of  urinary  hesitancy  may  be  evidenc 
by  elderly  males  with  prostatic  hypertrophy,  such  patients  should 
advised  to  micturate  at  the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with  ulcerat 
colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary  secretions  rr 
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STAGE  1 


STAGE  3 
STAGE  4 

I H0URS  • 1 • 1 • A 

begins  within 
17  minutes,  on  average 

an  initial  benefit  of 


STAGE  2 


• •• 


Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home1 

Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.1 


Average  Time  Required 
to  Fall  Asleep  (4  Studies, 
16  Subjects2'3) 


(Decreased  42.6%) 

■ Baseline 

(before  Dalmane) 


Dalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories 25 

Using  a 14-night  protocol  involving  eight  insomniac  and 
eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HCI)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?-5 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

Dalmane  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively 
infrequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
been  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
should  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

Before  prescribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 
a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early  morning  awakening:  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
(e  g-,  operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
persons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
limited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
coma,  probably  indicative  of  drug  intolerance  or  overdosage,  have 
been  reported.  Also  reported  were  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI  pain,  nervous- 
ness, talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase.  Paradoxical  reactions, 
e g-,  excitement,  stimulation  and  hyperactivity,  have  also  been 
reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
usual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
itated patients:  15  mg  initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 


REFERENCES:  1 . Kales  A,  et  al\  Arch  Gen  Psychiatry  23:226-232,  Sep  1970 

2.  Karacan  I,  Williams  RL,  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
sleep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
Association,  Washington  DC,  May  3-7,  1971 

3.  Frost  JD  Jr:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

4.  Vogel  GW:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 

5.  Dement  WC:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 
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ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


When  is  a Volkswagen  dealer 
not  a Volkswagen  dealer? 


When  it’s  a leasing  company. 

A lot  of  people  think  that  because  Demas  Auto 
Lease  is  affiliated  with  one  of  America’s  outstand- 
ing Volkswagen/BMW  dealers,  all  we  lease  are 
Bugs  and  BMWs.  They  are  wrong.  We  can,  and 
do,  lease  everything  from  Fords  to  Ferraris. 
Mazdas  to  Mark  IVs. 

Lower  Monthly  Payments,  sales  tax  savings,  less 
money  in  front,  a convenient  business  write-off, 
credit  line  not  used  by  contract  liability,  quick 
service  - these  are  all  advantages  of  leasing  your 
next  automobile  from  the  professionals  at 


Demas/anycar 

automobile  leasing 

3230  North  Scottsdale  Road 


947-2710 
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What’s  on  your 
patient’s  face... 

may  be  more  important  than 
his  chief  complaint 


Patient  ET.*  seen  on 
3/ 29/ 67  shows  typical 
lesions  of  moderately 
severe  keratoses.  Note 
residual  scarring  on 
ridge  of  nose  from  pre- 
vious cryosurgical  and 
electrosurgical 
procedures. 


Patient  ET.*  seen  on 
6/ 12/ 67,  seven  weeks 
after  discontinuation 
of  5%  FU  cream.  Re- 
action has  subsided. 
Residual  scarring  not 
seen  except  that  due 
to  prior  surgery.  In- 
flammation has  cleared 
and  face  is  clear  of 
keratotic  lesions. 

*Data  on  file, 

Hoffmann -La  Roche 
Inc.,  Nutley,  N.J 


The  lesions  on  his  face 
are  solar/actinic— 
so-called  "senile”  keratoses... 
and  they  may  be  premalignant. 


Solar,  actinic  or  senile  keratoses 

These  lesions  may  be  called  by  several  names,  but  they 
usually  can  be  identified  by  the  following  characteris- 
tics. The  typical  lesion  is  flat  or  slightly  elevated,  of  a 
brownish  or  reddish  color,  papular,  dry,  rough,  adherent 
and  sharply  defined.  They  commonly  occur  as  multiple 
lesions,  chiefly  on  the  exposed  portions  of  the  skin. 

Sequence  of  therapy- 
selectivity  of  response 

After  several  days  of  therapy  with  Ef udex®  (fluorouracil) , 
erythema  may  begin  to  appear  in  the  area  of  the  lesions; 
this  reaction  usually  reaches  its  height  of  unsightliness 
and  discomfort  within  two  weeks,  declining  after  dis- 
continuation of  therapy.  This  reaction  occurs  in  affected 
areas.  Since  the  response  is  so  predictable,  lesions  that 
do  not  respond  should  be  biopsied. 


Acceptable  results 

Treatment  with  Efudex  provides  highly  favorable  cos- 
metic results.  Incidence  of  scarring  is  low.  This  is  par- 
ticularly important  with  multiple  facial  lesions.  Efudex 
should  be  applied  with  care  near  the  eyes,  nose  and  mouth. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  in- 
flammatory reactions  in  adjacent  normal  skin.  Avoid  pro- 
longed exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands  immedi- 
ately. Apply  with  care  near  eyes,  nose  and  mouth.  Lesions 
failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmen- 
tation and  burning  at  application  site  most  frequent;  also 
dermatitis,  scarring,  soreness  and  tenderness.  Also  re- 
ported-insomnia, stomatitis,  suppuration,  scaling,  swell- 
ing, irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic 
granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to 
cover  lesion  twice  daily  with  nonmetal  applicator  or  suit- 
able glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— contain- 
ing 2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl 
and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and 
parabens  (methyl  and  propyl). 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


This  patient’s  lesions  were  resolved  with 

: 

fluorouracil/Roche 

5%cream/solution...a  Roche  exclusive 
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He’s  enjoying  a 30  day  paid  vacation,  wi 


y in  ski  country. 


Last  year  Doctor  Jones,  an  Air  Force  Medi 
in  Switzerland.  They  were  stationed  with 
have  planned  for  next  year,  but  he  has 
flying  club  and  his  wife  is  learning  Spanish 


at  the 


ed 


ior,  and  his  family  spent  their  vacation 
in  Europe.  He  hasn't  said  what  they 
g on  his  private  pilot’s  license  at  the  base 
ucation  center. 


Doctor  Jones  has  been  in  the  Air  Force  for 
16  years  with  an  assured  income.  He  will  a 
career. 


4 years 
Iso  be 


ya 


now.  That  means  he  can  retire  in  less  than 
ung  enough  to  begin  a second  successful 


in 


He  won’t  have  to  worry  about  administrate 
the  other  problems  the  physician  faces 
recently  selected  to  receive  advanced  trai 
centers  in  the  country  at  no  personal  expense. 


e chorels 
the  n 
njing  in  His 


such  as  bookkeeping,  supplies,  rent  or 
t)>rmal  course  of  his  practice.  And  he  was 
specialty  at  one  of  the  finest  research 


Air  Force  Medilcal  Plac 
2621  Ave. 

Arlingtorji 
Telephone 


The  life  of  the  Air  Force  doctor  is  challenging,  rewarding  and  satisfying.  Maybe  it’s  your  kind 
of  life?  For  more  information  call  or  write: 


Texas 


sment  Office 
E East,  Suite  217 
76011 
4-2009 


Manufacturers  of  fine  quality  Modular 
Cabinets  and  Examining  Room  Equipment  since  1952 

SHELLEY  PROFESSIONAL  PRODUCTS,  INC. 

5922  WILMINGTON  AVENUE  /O10\  £Q9  1QQ1 

LOS  ANGELES,  CALIF.  90001  \^10/  tlOO-IOul 

Arizona  Rep.  — R.  L.  Evans  (602)  778-0681 


ASK  ABOUT  OUR 
CONVENTION  SPECIAL! 

America’s  Finest  and  Most  Modern 
Line  of  Examining  Room  Equipment 


■ Many  exclusive  features  found  only  in  the  Shelley  Formica  Examining  Table 

■ Designed  with  convenience  and  efficiency  in  mind 

■ Smart  contemporary  styling 

■ Elegant  selection  of  modern  decorator  upholstery  colors 

■ Formica  laminated  throughout  interior  and  exterior 

■ Heavy  gauge  steel  drawers  with  locks  to  prevent  accidental  removal 


VISIT  OUR  FACTORY  SHOWROOM  OR  CALL  OR  WRITE 
FOR  FULL  COLOR  CATALOG 
NO  SALESMAN  WILL  CALL  EXCEPT  BY  APPOINTMENT 


Denver  Mastf^aiC 
Qtf mrer,  CO. 


Bactwtor  Butte  Nursing  Center 
/A ' V Bmd.  OR.  / 


Bellingham  Family  Practice 
Bellingham,  WA. 


Mercy  Hospital 
Redding,  CA. 


Boise  Medical  Arts 
\ Boise,  ID. 


Mercy  Hospital 
Devils  Lake,  N.D. 


Walnut  Street  Medical  Center 
Stockton,  CA. 


lakanishi  Dental  Laboratory 


state 

IlifSh 


Nortwyesrafedical  Center 


elliwiham,  WA. 


Portland  Clinic 
Portland,  OR 


Getting  started  is  the  tough  part. 
That’s  where  we  come  in. 


Building  a medical  office/clinic,  hospital  or 
convalescent  center  demands  close  coordina- 
tion of  many  professionals.  Community  Planning 
Specialists.  Architects.  Engineers.  Financial 
Consultants.  Contractors.  Interior  Designers. 
System  Analysts.  The  list  goes  on. 

The  problem  is  one  of  molding  all  of 
these  people  into  a cohesive  unit  that  pro- 
duces efficiency  and  economy.  Unlike  some 
other  firms  in  our  field,  all  of  our  profes- 
sionals are  staff  members— not  part-time 
consultants  brought  in  only  on  a project 
basis.  This  is  why  more  and  more  doctors 
and  hospital  administrators  are  seeking  out 


The  Careage  Corporation. 

Careage  brings  together  for  each  project  its 
own  individual  team  of  specialists— a team  that 
works  with  the  project  from  concept  to  finish 
to  meet  your  exact  needs. 

The  Careage  Team  Approach  means  strict 
cost  control.  And  it  insures  that  your  project  is 
completed  on  or  ahead  of  schedule  at  a fixed 
guaranteed  maximum  price  that's  set  long  be- 
fore the  first  shovelful  of  dirt  is  taken  out  of  the 
ground. 

When  you're  thinking  about  building— and 
not  a minute  later,  let  Careage  put  it  all  together 
for  you. 


THE 

CAREAGE 

CORPORATION 


For  further  information,  please  write  or  call  collect: 
The  Careage  Corporation  Suite  1118,  3550  North  Central  Ave.  Phoenix,  Arizona  85012  602/264-9630 


Don  natal  ! 


each  tablet, 
capsule  or  5 cc 
teaspoonful 
of  elixir 
(23%  alcohol) 


each 
Donnatal 
No  2 


each 

Extentab 


0.1037  mg 
0.01 94  mg. 
0.0065  mg. 
gr.)  16.2  mg 


0. 1 037  mg. 
0.01 94  mg. 
0.0065  mg. 
C/i  gr.)  32.4  mg. 


0.31  11  mg. 
0.0582  mg. 
0.01 95  mg. 
gr.)  48.6  mg. 


Brief  summary.  Adverse  Reactions:  Blurring  of  vision,  dry  mouth, 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage.  Contraindications: 
Glaucoma;  renal  or  hepatic  disease;  obstructive  uropathy  (for  ex- 
ample, bladder  neck  obstruction  due  to  prostatic  hypertrophy);  or 
hypersensitivity  to  any  of  the  ingredients. 

AH'^OBINS  A H Robins  Company.  Richmond.  Virginia  23220 


11 “mu  vaJiii  5 Scrapbook 
of  Vitamin  Facts  &.  Fallacies 


DURING  THE  CIVIL  WAR  30,714  CASES  OF  SCURVY  WERE 
REPORTER  AMD  383  DEATHS  WERE  ATTRIBUTED  DIRECTLY 
TO  THE  DISEASE. 


THE  AMOUNT  OF  SUNLIGHT  AVAILABLE  DURING 
RIPENING  DETERMINES  TO  A LARGE  EXTENT  THE 
FINAL  ASCORBIC  ACID  CONTENT  OF  TOMATOES. 
HENCE,  A COOL,  WET  SUMMER  PRODUCES  WATERY 
LESS  TASTY  FRUIT  THAT'S  LOWER  IN  VITAMIN  C. 


RONSSENS,  A DUTCH  PHYSICIAN,  WROTE  IN  1564  THAT  "DUTCH 
SAILORS  WHO,  RETURNING  FROM  SPAIN,  WERE  ATTRACTED 
BY  THE  NOVEL  RICHNESS  OF  THE  FRUIT  (ORANGES)  AND  BY 
THEIR  GREED  AND  GLUTTONY,  UNEXPECTEDLY  DROVE  OUT  THE 
DISEASE  (SCURVY),  AND  HAD  THIS  HAPPY  EXPERIENCE  NOT 
ON  A SINGLE  OCCASION  ONLY,  BUT  REPEATEDLY." 


Available  on  your 
prescription  or 
recommendation 


High  Potency 
B-Complex  and 
Vitamin  C 
Formula 


Allbee°withC 

MULTIVITAMINS 


Each  capsule  contains:  J 

Thiamine  mononitrate  (B<)  15  mg  1500J 
Riboflavin  (Bi)  10  mg  83** 

Pyridoxme  hydrochloride  (B*)5  mg  * 
Niacinamide  50  mg  500* 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vitamin  C)  300  mg  1000* 


30  CAPSULES 


; A-H-ROBIN: 


A. II.  Robins  Company.  Richmond.  Va.  23220 
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go.  Relax  in  gloye^soft  natural  leather. 
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boW-  Incomparable.  With  matching  chair 
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When 

low  back  pain 
interferes 


Help  relieve  pain,  restore  mobility 

PARAFON  FORTE  Tablets 

PARAFLEX®  (chlorzoxazone)t  250  mg.,  TYLENOL®  [acetaminophen]  300  mg. 

*Thisdrug  has  been  evaluated  as ' possibly1'  effective  for  this  indication. 

See  brief  summary  of  prescribing  information  on  facing  page  for  indications, 


Contraindications,  Warnings,  Precautions  and  Adverse  Reactions. 
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LRAFON  FORTE  Tablets 
:lp  relieve  pain, 
store  mobility  and 
)p  pain'Spasm 
edback  by  providing: 

insalicylate  analgesic  equal  to 
irin  for  relief  of  pain,1'2  yet  unlikely 
lause  the  gastric  irritation,2’3 
rgic  reactions2  or  increased  bleeding 
p4  associated  with  aspirin  therapy. 

a skeletal  muscle  relaxant 
vvn  in  extensive  clinical  studies  to  be 
ul  in  a variety  of  low  back 
•tiers5-7*  but  which  is  not  an 
histamine  or  tranquilizer  derivative 
is  unlikely  to  produce  a 
quilizing  or  sedative  effect.8 


lications  Based  on  a review  of  this  drug  by  the  National 
•demy  of  Sciences-National  Research  Council  and/or  other 
rmation,  FDA  has  classified  the  indications  as  follows: 

ssibly"  effective  for  the  relief  of  severe  skeletal  muscle  pain 
spasm  when  associated  with  acute  disorders  of  the  lower 
k [including  acute  exacerbations  of  chronic  conditions). 


lindications:  Sensitivity  to  either  component. 

igs:  Usage  in  Pregnancy-  Use  in  woman  of  child-bearing 

al  only  when  potential  benefits  outweigh  possible  risks. 

itions:  Exercise  caution  in  patients  with  known  allergies  or 

of  drug  allergies.  If  a sensitivity  reaction  or  any  signs  or  symp- 

uggestive  of  liver  dysfunction  are  observed,  the  drug  should 

)ped. 

I ;e  Reactions:  Occasionally,  drowsiness,  dizziness,  lighthead- 
>’  nnalaise,  overstimulation  or  gastrointestinal  disturbances 
a noted;  rarely,  allergic-type  skin  rashes,  petechiae,  ecchy- 
, angioneurotic  edema  or  anaphylactic  reactions.  In  rare  in- 
s,  Paraflex  (chlorzoxazone)  may  possibly  have  been  associ- 
ith  gastrointestinal  bleeding.  While  Paraflex  (chlorzoxazone) 
ilorzoxazone-containmg  products  have  been  suspected  as 
;he  cause  of  hepatic  toxicity  in  approximately  eighteen  pa- 
twas  not  possible  to  state  that  the  dysfunction  was  or  was  not 
•duced. 

\dult  Dosage:  Two  tablets  q.i.d. 

sd:  Scored,  light  green  tablets,  imprinted  "McNEIL”  — 

'of  100. 


'ceS:  1.  Batterman,  R.C.,  and  Grossman,  A.J.:  Fed  Proc.  14:316, 

• ooodman,  L.S.,  and  Gilman,  A , ed.:  The  Pharmacological  Basis  of 
•utics,  ed  4.  New  York,  The  Macmillan  Company,  1970.  3.  Vickers 
'fO'nt.  Endosc.  14: 94,  1967  4.  Mielke,  C H , Jr.,  and  Britten  A.F.H.: 
1970  (CorrespJ.  5.  Vernon,  W.G.:  Curr.  Therap. 
i«P1,  1972.  6.  Scheiner,  J J : Curr  Therap.  Res.  14  168,  1972  7. 
-MVP  Curr.  Therap.  Res.  15:248,  1973.  8.  Friend,  D.G  : Clin.  Pharrna- 
r.  5:871 , 1964. 
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YOU,VE  COME 
A LONG  WAY, 


but  not  nearly  far  enough.  Women  made  up  less  than  one 
per  cent  of  AMPAC’s  membership  when  we  first  started. 
Now,  one  out  of  10  people  belonging  to  AMPAC  is  a woman. 
You  can  help  make  it  one  out  of  two. 

Join  us  in  1974  .... 
and  bring  along  a friend. 


Remit  your  PERSONAL  check  payable  to: 

ARIZONA  MEDICAL  POLITICAL  ACTION  COMMITTEE 
810  west  bethany  home  road 
phoenix,  arizona  85013 


Name:  ___  

Address: 

City: Zip  Code: 


Sustaining  Member $100 

Family*  (physician  and  spouse)  $ 40 

Active  Member  $ 20 


(Contribution  includes  membership  in  ArMPAC  and  AMPAC. 
Political  Stethoscope  newsletter,  AMPC  membership  card  and  pin) 


*Name  of  spouse: 

A copy  of  our  report,  filed  with  the  appropriate  supervisory  office  is  (or  will  be)  available  for  purchase  from 
the  Superintendent  of  Documents,  United  States  Government  Printing  Office,  Washington,  D.  C.  20402. 


McNeil  Laboratories,  Inc. 
Fort  Washington,  Pa.  19034 


there  a need 


for  a drug 
compendium? 

■ 3 Hri  irr  intollirronl 


A drug  compendia 
of  the  type  I envisic 
would  fill  a definite 
need  for  the  pracl- 
ingphysician.Suci 


compendium  wo i 
I 


give  him  all  tl 
information  ne 
essary  for  usi> 
a drug  intelligently,  and  it  would 
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Dialogue 


do  so  in  a clear,  concise,  con- 
venient, objective  and  balanced 
fashion. 


What  a Compendium  Should 
Contain 

I believe  the  compendium 
should  inform  the  doctor  what  a 
drug  will  do,  when  he  should  use . 
for  what  type  of  patient,  for  how  <r 
long,  in  what  dose,  what  benefits  • 
his  patient  is  likely  to  obtain,  the 
risks  involved,  and  cross-reactio 
with  other  drugs. 

The  information  would  be 
based  on  the  package  insert  and 
have  the  same  legal  status.  In  fait  : 
a complete  compendium  with  cc  - 
pleteand  current  information 
might  even  eliminate  the  necessjil 


A drug  compendium,  or 
preferably  compendia,  should,  I 
believe,  be  private,  not  federal,  ii 
sponsorship.  They  should  contai1 
comprehensive  listings  of  drugs 
available  for  prescribing.  They 
should  be  single,  legibly  printed 
volumes  of  reasonable  size,  up- 
dated quarterly  or  semiannually 
and  completely  revised  every  ye; 


Function  of  a Compendium 

A compendium  should  fur- 
nish the  following  information  or 
drugs  inthefollowingorder:  indi'i- 
tions  for  use,  side  effects,  adverjj  • 
drug  reactions,  contraindication 
drug  interactions,  drug  dosage  a 1 
the  dosage  forms  marketed.  Dru 
prices  should  not  be  included  be 
cause  they  vary  so  widely  and 
change  rapidly. 

No  compendium  should  se' 
forth  drugs  of  choice  or  discuss 
relative  efficacy.  Such  questions 
must  be  left  for  the  practicing  ply 
sician  to  decide,  whether  on  the 
basis  of  the  medical  literature,  h 
own  clinical  experience,  advice  c! 
colleagues,  information  suppliec 
by  manufacturers,  and  so  on. 

Nor  should  a compendium 
undertake  to  educate  the  doctor  i 
how  to  use  drugs.  Rather,  it  mus 
be  a reference  source  designed  f - 
marily  to  refresh  his  memory  as 
drugs  he  may  not  use  regularly. 


r a package  insert  in  many  in- 
ances.  This  would  constitute  a 
ibstantial  saving  for  the  manu- 
cturer. 

By  a complete  compendium, 
lo  not  mean  a volume  of  prohibi- 
ie  size.  You  don’t  need  a book 
ascribing  25,000  products  with 
1 enormous  amount  of  repetition, 
ather,  drugs  should  be  arranged 
|/ class.  Mutually  applicable  infor- 
ation  would  be  provided,  along 
th  brief  discussions  pinpointing 
fferences  in  specific  drugs  of 
at  class.  Listings  would  be  cross- 
dexed  in  a useful  way. 

her  Available  Documents  as 
turces  of  Information 

Existing  references  such  as 
)R  and  the  AMA  Drug  Evaluation 
e obviously  useful  but  they  are 
complete.  Either  they  are  not 
oss-referenced  by  generic  name 
id  do  not  group  drugs  with  simi- 
characteristics,  or  they  do  not 
t all  the  available  and  legally 
arketed  drugs.  And  some  of 
ose  omitted  may  be  very  useful. 


On  the  other  hand,  drugs  made  by 
more  than  one  supplier,  tetracy- 
cline for  example,  may  be  fully 
described  a dozen  times  in  the 
same  book. 

While  perhaps  PDR  could  be 
rearranged  and  cross-indexed  with 
generics  included,  and  while  the 
AMA  Drug  Evaluation  might  also 
be  modified  and  expanded,  I am 
not  sure  that  the  end  result  would 
have  all  the  attributes  required  for 
a useful  compendium.  At  the  same 
time,  you  would  run  the  risk  of 
amassinga  voluminous  and  un- 
wieldy tome. 

Should  Editorial  Comments 
Accompany  the  Listings? 

Subjective  judgments,  in  my 
opinion,  have  no  place  in  a com- 
pendium. However,  if  there  is  sub- 
stantial evidence  based  on  a sound 
body  of  science  concerning  rela- 
tive efficacy  of  several  drugs,  cer- 
tainly that  information  should  be 
included.  The  committee  of  experts 
compiling  and  editinga  particular 
section  would  also  have  to  assess 


and  indicate  instances  where  a 
meaningful  difference  between 
drugs  is  pertinent. 

Sponsorship,  Compilation 
and  Editing 

Producing  a book  like  this 
would  undoubtedly  be  difficult  and 
demanding.  It  would  obviously  take 
a great  deal  of  talent  and  exper- 
tise, and  would  require  a varied 
and  experienced  group,  ranging 
from  writers  and  editors  to  highly 
skilled  clinicians  and  pharmacolo- 
gists. Style,  format  and  clarity  of 
language  would  play  an  important 
part  in  determining  the  usefulness 
of  the  book.  And  it  should  be  up- 
dated periodically  and  completely 
revised  annually. 

I have  no  opinion  whether  the 
government  or  the  private  sector 
should  sponsorand/or  finance  the 
compendium.  What  is  most  im- 
portant is  that  the  compendium  be 
an  authoritative,  objective  and 
useful  source  of  information  for 
the  doctor  to  have  at  hand  as  a 
ready  reference. 


lould  in  no  way  imply  control  over 
e practitioner’s  prerogatives. 

j 

hy  Another  Compendium? 

A practicable,  single-volume 
)mpendium  cannot,  nor  is  it 
icessary  to,  include  all  drugs  on 
e market  today.  From  my  prac- 
:e  of  internal  medicine  for  some 
5 years,  my  experience  as  a con- 
liiltant,  and  as  a faculty  member 
four  or  five  medical  schools,  I 
ould  estimate  that  a doctor  uses 
lly  30  to  35  drugs  regularly.  The 
972  Physicians’  Desk  Reference, 
cidentally,  contained  about 
500  entries. 

As  to  whether  there  should  be 
federal  compendium,  in  myopin- 
n,  as  stated  earlier,  the  answer  is 
jsy — there  should  not  be  one.  The 
'oposal  assumes  that  existing 
)mpendia  are  inadequate.  We’re 
Dt  sure  of  that  at  all.  Whatever  its 
^perfections,  the  present  drug 
.formation  system  in  the  U.S.  is 
ien,  multifaceted,  pluralistic  and 
.(tensive.  Good  compendia  exist, 

5 well  as  other  ample  sources  on 
'ug  therapy,  ranging  from  journal 
erature  through  AMA  Drug  Evalu- 
ion  to  company  materials.  Not 
]l  physicians  may  use  such 
)urces  as  often  or  as  well  as  they 
lould,  but  that  is  the  fault  of  the 
an,  not  of  the  sources. 

In  any  event,  rather  than  pro- 


duce another  book,  it  makes  much 
more  sense  to  work  on  improving 
existing  compendia,  and  perhaps 
they  could,  as  knowledge  ad- 
vances, include  more  accumulated 
clinical  data  and  experience,  and 
more  information  on  drug  interac- 
tions and  adverse  reactions. 

Implications  of  a Federal 
Compendium 

Take  a hard  look  at  the  impli- 
cations of  a federal  compendium. 

It  would  have  the  force  of  law,  vir- 
tually dictating  what  drugs  to  use 
and  how  to  use  them.  In  effect,  it 
would  be  a regulatory  document 
with  legal  or  quasi-legal  status, 
posing  medical/  legal  problems 
similar  to  those  the  doctor  may 
now  encounter  if  and  when  he  de- 
parts from  the  provisions  of  the 
package  insert.  A compendium 
under  federal  aegis  would  tend  to 
restrict  decisions  on  drug  therapy 
to  one  orthodox  level  — a most 
dangerous  trend  for  medicine. 

New  Compendium  — A Medical 
Option 

I detect  no  ground  swell  of 
initiative  or  support  whatsoever  for 
a federal  compendium  — or,  for 
that  matter,  for  a new  compendium 
of  any  type.  A 1969  PMA  survey 
conducted  by  Opinion  Research 
Corporation  found  that  only  15  per 


cent  of  those  physicians  inter- 
viewed felt  a new  compendium  was 
needed.  And  a large  majority  did 
not  favor  the  involvement  of  the 
federal  government  if  one  were  to 
be  created,  preferring  instead  a 
nongovernmental  consortium. 

Even  if  we  come  to  a time 
when  the  medical  profession  itself 
optsfora  new  kind  of  compendium, 
it  should  be  handled  and  financed, 
ideally,  outside  both  government 
and  industry.  Final  review  and  edi- 
torial authority  could  be  delegated, 
say,  to  specialty  bodies  and  medi- 
cal societies  — but  above  all,  not 
the  government. 

Surely  the  health  care  system 
in  the  United  States  has  far  more 
vital  matters  to  consider  than  the 
extensive  cost  and  effort  that 
would  have  to  go  into  the  prepara- 
tion and  maintenance  of  a new, 
monolithic  compendium,  and 
especially  one  bearing  the  impri- 
matur of  the  federal  government. 


Opinion  & Dialogue 

What  is  your  opinion,  doctor?  We 
would  welcome  your  comments. 
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-400®  is  recommended  for  all 
which  nicotinic  acid  has 
include  conditions 
deficient  circulation  and  for 
ection  of  nicotinic  acid 

ons:  Individuals  with  a 
to  nicotinic  acid,  severe 
• hemorrhaging. 

Use  with  caution  in  those  patients 
of  peptic  ulcer,  severe  diabetes, 

II  bladder  or  liver  functions  and 
women. 

Reactions:  Patients  should  be 
d of  the  short-lived  reactions 
seed  with  nicotinic  acid  therapy: 
shing,  a sensation  of  warmth, 


itchii 


ng  of  the  skin,  incr 
notil 


motility  and  : 

ministration:  One  capsule 
or  as  directed  by  physician. 
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NICO-400®  (nicotinic  acid)  capsule  provides 

• Controlled  flushing  for  the  desired  effects  without 
therapy-limiting  side  effects. 

• Convenient  b.i.d.  dosage  that’s  less  likely  to  be 
forgotten. 

• The  economy  of  nicotinic  acid  medication. 

For  comfort  wherever  nicotinic  acid  is  used 


nicotinic  acid)  Plateau  CAPS 
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Address  all  correspondence  to  the 
Journal  Offices 
8 1 0 W.  Bethany  Home  Rd., 

Phoenix,  Arizona  85013 

Bruce  E.  Robinson 
Business  Manager 

National  Representative 
State  Journals  West 
Melvin  B.  Tyler,  Advertising  Manager 
693  Sutter  Street 
San  Francisco,  California  94102 

"The  material  in  this  journal  is  not  copyright- 
ed. We  ask  that  anyone  using  material  from 
it  note  the  previous  publication  in  ARIZONA 
MEDICINE." 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of 
scientific  articles  for  publication  in  ARIZONA 
MEDICINE.  All  such  contributions  are  greatly 
appreciated.  All  will  be  given  equal  consider- 
ation. 

Material  submitted  for  publication  in  ARI- 
ZONA MEDICINE  should  conform  to  the  fol- 
lowing policies: 

1.  Manuscripts,  including  references  or  bib- 
liography, should  be  typewritten,  double- 
spaced, on  one  side  of  the  paper  only,  and 
the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  med- 
cal  writing  as  followed  by  the  JOURNAL  OF 
THE  AMERICAN  MEDICAL  ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccur- 
acies, the  ultimate  responsibility  is  the  author's. 

4.  Articles  are  accepted  for  publication  only 
if  they  are  contributed  exclusively  to  this  Jour- 
nal. Ordinarily,  contributors  will  be  notified 
within  60  days  if  a manuscript  is  accepted  for 
publication.  Every  effort  will  be  made  to  re- 
turn unused  manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all 
material. 

6.  Reprints  will  be  supplied  to  the  author  at 
printing  cost. 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development)  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued. 

Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity,  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
ial  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) . 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS). 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 
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REMOVAL  OF  COLONIC  POLYPS  BY  FIBEROPTIC 
COLONOSCOPY  — A REPORT  OF  30  POLYPECTOMIES 


Arthur  D.  Shiff,  M.D. 
Robert  E.  Kravetz,  M.D. 


AS  OF  MAY  1,  1974  WE  HAVE  PERFORMED  46  POLYPECTOMIES.  WE  HAVE 
REMOVED  POLYPS  FROM  THE  ASCENDING  AND  PROXIMAL  TRANSVERSE  COLON. 
TWO  POLYPS  WERE  INITIALLY  THOUGHT  TO  BE  BENIGN  BASED  ON  X-RAY  AND 
ENDOSCOPIC  APPEARANCES  BUT  WERE  FOUND  TO  BE  MALIGNANT  ON  HISTO- 
LOGIC EXAMINATION.  ONE  PATIENT  REQUIRED  BLOOD  TRANSFUSIONS  FOR 
POST-POLYPECTOMY  BLEEDING. 


The  indications  for  removal  of  colonic  polyps 
has  been  a subject  of  major  surgical  debate.  In 
general,  the  larger  polyps  (greater  than  1.5  cm.) 
are  more  likely  to  be  malignant  and  should  be 
considered  for  removal.1  When  the  polyp  is  lo- 
cated below  the  peritoneal  reflection,  it  can  eas- 
ily be  fulgurated  or  removed.  When  it  is  higher 
such  removal  is  hazardous  and  when  it  is  above 
the  reach  of  the  standard  sigmoidoscope  laparo- 
tomy is  needed.  With  the  advent  of  the  fiber- 
optic colonscope  and  the  recent  development  of 
the  polypectomy  snare,  polyps  can  now  be  re- 
moved from  all  areas  of  the  colon  without  lap- 
arotomy or  extensive  hospitalization. 

METHODS 

The  patient  must  adhere  to  a clear  liquid  diet 
for  48  hours  prior  to  the  polypectomy.  He  is  ad- 
mitted to  the  hospital  on  the  afternoon  prior  to 
the  procedure.  Coagulation  studies  and  other 
routine  pre-operative  lab  work  are  performed. 
Two  units  of  blood  are  typed  and  cross  matched. 
A non-absorbable  oral  antibiotic  such  as  kanamy- 
cin  is  administered  for  48  hours  before  the  pro- 
cedure. All  preparations  are  made  with  the 
possibility  that  surgery  may  be  needed  if  a com- 
plication, such  as  excessive  bleeding,  should 
occur.  The  patient  also  receives  2 ounces  of 
castor  oil  the  evening  prior  to  colonoscopy  and 
tap  water  enemas  on  the  morning  of  the  poly- 
pectomy. Pre-medication  usually  consists  of  me- 
peridine, diazepam  and  atropine.  The  procedure 

Reprint  requests  to  909  E.  Brill  St.,  Phoenix,  AZ  (Dr.  Shiff  and 
Dr.  Kravetz). 


is  performed  in  the  endoscopy  room  instead  of 
the  operating  suite. 

After  the  polyp  is  located,  the  polypectomy 
snare  is  inserted  through  the  instrument’s  biopsy 
channel  (Fig.  1)  and  the  loop  is  manipulated 
over  the  top  of  the  polyp  and  tightened  around 
the  stalk.  Coagulating  and  cutting  currents  are 
then  applied  and  the  polyp  is  thereby  severed 
from  its  stalk  and  removed  for  histologic  exam- 
ination. (Fig.  2).  Carbon  dioxide  is  infused 
through  the  colonoscope  during  the  polypectomy 


Figure  1 

The  polypectomy  snare  has  been  inserted  through 
the  hiopsy  channel  of  the  colonoscope.  It  is  shown  in 
the  closed  and  open  position. 
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Figure  2 

Colon  polyp  with  stalk. 


to  prevent  explosion  of  volatile  gases.  The  pa- 
tient is  discharged  on  the  following  day  and 
is  instructed  to  remain  at  a low  level  of  activity 
and  to  remain  on  a low  roughage  diet  for  one 
week. 

RESULTS 

Over  the  past  8 months  we  have  removed 
30  polyps  from  25  patients  who  ranged  in  age 
from  44-76  years.  Most  of  the  polyps  were  in 
the  upper  sigmoid  and  in  the  mid-descending 
colon.  The  polyps  ranged  from  1 cm.  to  3 cm. 
with  most  of  them  being  2 cm.  in  diameter.  All 
were  benign. 

Two  patients  developed  a small  amount  of 
rectal  bleeding  but  neither  required  a blood 
transfusion.  Outside  of  mild  abdominal  discom- 
fort the  procedure  was  well  tolerated.  Two  pa- 
tients with  advanced  chronic  obstructive  lung 
disease  underwent  the  polypectomy  without  dif- 
ficulty. 

DISCUSSION 

Colonoscopy  has  been  of  major  diagnostic  use 
in  confirming  the  presence  of  lesions  seen  on 
barium  enema  studies,  in  examining  an  anasto- 
mosis after  cancer  surgery,  in  finding  the  cause 
of  otherwise  unexplained  rectal  bleeding  and  in 
other  important  diagnostic  areas.2' 3 (Table  1). 
The  therapeutic  application  of  colonoscopy  for 


Table  1 

INDICATIONS  FOR  COLONOSCOPY 

1.  Confirmation  of  x-ray  findings. 

2.  Unexplained  lower  intestinal  bleeding. 

3.  Follow-up  of  patients  who  have  had  polyps. 

4.  Evaluation  of  the  anastomosis  after  cancer  surgery. 

5.  Evaluation  of  patients  with  long-standing  ulcerative 
colitis. 

6.  Colonic  cytology. 

7.  Polypectomy. 

polyps  above  the  reach  of  the  sigmoidoscope 
allows  the  removal  of  such  lesions  with  a min- 
imal risk  with  the  snare  electrosurgical  techni- 
que.4 This  procedure  makes  a laparotomy  with 
its  high  morbidity  rate5  unnecessary  and  allows 
the  patient  to  be  discharged  on  the  day  follow- 
ing the  polypectomy.  Although  one  medical  cen- 
ter6 is  now  reporting  performing  polypectomy  on 
an  outpatient  basis  in  selected  patients,  we  favor 
a conservative  approach  with  hospitalization  for 
24  hours  after  the  procedure. 

Transcolonoscopic  polypectomy  is  difficult 
and  potentially  hazardous  and  should  be  at- 
tempted only  after  one  develops  facility  with 
diagnostic  colonoscopy.4 
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ADDENDUM 

Since  our  article  was  submitted,  we  have  re- 
moved polyps  from  the  ascending  and  proximal 
transverse  colon.  Two  polyps  were  initially 
thought  to  be  benign  based  on  x-ray  and  endo- 
scopic appearances  but  were  found  to  be  malig- 
nant on  histologic  examination.  One  patient  re- 
quired blood  transfusions  for  post-polypectomy 
bleeding. 
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THE  ELECTROMYOGRAM  (EMG);  PRACTICAL  AND  VALUABLE  IN  CLINICAL 

MEDICINE 

Stuart  I.  Holtzman,  M.D. 

Electromyography  is  a safe,  relatively  simple  method  of  study  of  the  motor  unit. 

Proper  application  of  this  procedure  by  trained  personnel  can  be  extremely  valu- 
able in  defining  disorders  of  motor  neurons  and  the  muscles  which  they  enervate. 

This  article  summarizes  the  physiological  principles,  indications,  technique  and 
usefulness  of  this  technique. 


Introduction 

Electromyography  (EMG)  is  the  examination 
of  electrical  activity  associated  with  muscle  con- 
traction. This  study  is  similar  to  electrocardiogra- 
phy in  that  the  electrocardiograph  evaluates  the 
electrical  activity  of  heart  muscle  and  the  elec- 
tromyograph evaluates  the  electrical  activity  of 
other  muscles  in  the  body. 

Galvini  was  the  first  to  write  about  electricity 
in  animals  in  1793.  He  believed  that  electricity 
was  generated  by  the  body  and  called  the  pro- 
duction “animal  electricity.”  Techniques  of  stim- 
ulating muscles  with  electrical  impulses  filled 
the  literature  on  muscle  physiology  of  the  next 
century.  In  1929  the  first  needle  electrode  was 
used  by  Adrian  and  Bronc.  They  described  motor 
unit  action  potentials  and  added  a loud  speaker 
to  electrical  recordings  of  muscle  potentials. 
Electromyography  was  a well  known  modality 
in  the  experimental  physiology  laboratory  but 
it  was  not  until  1944  that  Weddell,  Feinstein, 
and  Pattle  wrote  the  first  definitive  paper  on 
clinical  electromyography.  This  relatively  new 
procedure  first  appeared  in  Arizona  as  part  of 
the  work  of  Phoenix  neurosurgeon  Eisenbeiss  25 
years  ago.  Electromyography  was  further  ad- 
vanced by  physiatrists  La  Joie  and  McGovern, 
and  done  14  years  ago  by  osteopathic  physiatrist 
Moser. 

When  used  in  conjunction  with  the  physician’s 
examination,  x-rays,  and  laboratory  values,  elec- 
tromyography can  often  provide  the  guide  to- 
wards an  accurate  diagnosis.  Nerve  conduction 
studies,  often  done  in  conjunction  with  the  elec- 
tromyogram will  not  be  discussed  in  this  paper. 
The  Motor  Unit  (Figure  1) 

The  EMG  provides  a means  for  objectively 
evaluating  the  motor  unit,  but  is  not  a substitute 
for  a careful  history  and  physical  examination. 
The  motor  unit  is  the  physiologic  or  functional 
unit  of  the  neuromuscular  system.  It  includes: 

1.  The  nerve  cell  body  located  in  the  anterior 
horn  of  the  spinal  cord. 

From:  1011  N.  Craycroft  Rd.,  Suite  406,  Tucson,  AZ  85711. 


2.  The  Axon  or  efferent  projection  of  that 
nerve  cell  body.  Many  axons  make  up  the 
motor  portion  of  a peripheral  nerve.  The 
nerve  cell  body  and  its  axon  is  referred  to 
as  the  motor  neuron. 

3.  The  neuron-muscle  junction. 

4.  All  the  inuscle  fibers  that  the  neuron  sup- 
plies. In  the  eye,  there  are  very  few  muscle 
fibers  per  nerve  cell  while  in  the  leg,  one 
nerve  cell  will  go  to  hundreds  of  muscle 
cells  or  fibers. 

The  Motor  Unit  Action  Potential  is  the  elec- 
trical wave  of  excitation  which  passes  along  a 
muscle  fiber  prior  to  contraction.  Of  all  the  tis- 
sues in  the  body,  muscles  and  nerves  are  unique 
because  they  “conduct”  electrical  impulses.  So- 
dium, potassium,  and  chloride  ions  are  concen- 
trated disproportionately  inside  and  outside  the 
nerve  and  muscle  cells  so  that  a “potential” 
charge  exists.  As  the  cell  wall  membrane  be- 
comes permeable  to  the  ions  a wave  of  excitation 
is  created  (Figure  2).  This  electrical  wave  in  the 
muscle  then  initiates  muscle  contraction.  With  a 
tiny  wire  electrode  which  is  coated  with  teflon 
so  that  only  the  tip  is  exposed  to  electrical  activ- 
ity, these  action  potentials  that  occur  prior  to 
contraction  are  “picked  up”  and  by  amplification 
are  projected  through  a cathode  ray  oscilloscope 
and  loud  speaker  to  be  examined  by  the  clin- 
ician (Figure  11).  This  procedure  provides  use- 
ful information  about  the  motor  unit. 

Method 

The  electromyographic  examination  is  usually 
done  in  five  steps.  After  a brief,  careful,  clinical 
examination  and  explanation  of  the  procedure 
to  the  patient,  the  electrical  examination  will 
begin.  Two  small  metal  discs  are  taped  to  the 
patient,  using  an  electrode  paste  to  insure  good 
contact.  These  discs  are  the  ground  and  refer- 
ence electrodes.  Next  a small  wire  electrode 
(Figure  4)  is  placed  within  the  belly  of  the 
muscle  to  be  examined;  and  by  having  the 
patient  contract  the  muscle,  the  electromyogra- 
pher  can  be  assured  he  is  in  the  muscle  to  be 
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A TYPICAL  MONOPOLAR  TEFLON 
COATED  E.M.G.  WIRE  EXPLORING  ELECTRODE 
PHOTOGRAPHED  NEXT  TO  A 21  GAUGE 
1.5  INCH  HYPODERMIC  NEEDLE. 


FIGURE  4 


WAVE  OF  EXCITATION  PASSING  ALONG  A MUSCLE  FIBER 

Diagram  of  the  activation  of  a muscle  fiber  with  the  exploring 
electrode  (A)  in  proximity.  Note  that  tissue  is  a volume  conductor;  therefore  the  shape 
of  the  visualized  potential  w ill  depend  on  the  relationship  of  the  electrode  tip  to  the 
electrical  disturbance. 


FIGURE  2 


NORMAL  MOTOR  UNITS 

EACH  VERTICAL  DIVISION 
EQUALS  100  MICROVOLTS, 

EACH  HORIZONTAL  DIVISION 
EQUALS  6 MILLISECONDS. 


AT  REST 

EACH  VERTICAL  DIVISION 
EQUALS  100  MICROVOLTS, 
EACH  HORIZONTAL  DIVISION 
EQUALS  6 MILLISECONDS. 


FIGURE  3 FIGURE  5 
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NEUROPATHIC  MOTOR  UNIT  POTENTIALS  FIBRILLATION  POTENTIALS 


EACH  VERTICAL  DIVISION 
EQUALS  200  MICROVOLTS, 
EACH  HORIZONTAL  DIVISION 
EQUALS  6 MILLISECONDS. 


EACH  VERTICAL  DIVISION 
EQUALS  100  MICROVOLTS, 
EACH  HORIZONTAL  DIVISION 
EQUALS  6 MILLISECONDS. 


FIGURE  6 


FIGURE  9r 


MYOPATHIC  MOTOR  UNIT  POTENTIALS  POSITIVE  SHARP  WAVE 


EACH  VERTICAL  DIVISION 
EQUALS  100  MICROVOLTS, 
EACH  HORIZONTAL  DIVISION 
EQUALS  6 MILLISECONDS. 


EACH  VERTICAL  DIVISION 
EQUALS  100  MICROVOLTS, 
EACH  HORIZONTAL  DIVISION 
EQUALS  6 MILLISECONDS. 


FIGURE  7 


FIGURE  9b 


INTERFERENCE  PATTERN 
MAXIMAL  CONTRACTION 

EACH  VERTICAL  DIVISION 
EQUALS  100  MICROVOLTS, 

EACH  HORIZONTAL  DIVISION 
EQUALS  6 MILLISECONDS. 

FIGURE  8 


BIZARRE  HIGH  FREQUENCY  DISCHARGE 

EACH  VERTICAL  DIVISION 
EQUALS  100  MICROVOLTS, 

EACH  HORIZONTAL  DIVISION 
EQUALS  6 MILLISECONDS. 

FIGURE  9c 


ARIZONA  MEDICINE  353 


DISEASES  OF  THE  MOTOR  UNIT 


FIGURE  10 


ELECTROMYOGRAPH  WITH  EXAMINER.  PATIENT  IS  IN  A RELAXED  COMFORTABLE 
POSITION. 


FIGURE  11 


tested.  Generally  the  examining  room  has  low 
lights  to  improve  the  image  on  the  oscilloscope 
screen  and  to  relax  the  patient.  If  a problem 
is  present  affecting  the  motor  unit,  regardless  of 
the  cause,  abnormal  waves  will  appear  on  the 
oscilloscope  if  sufficient  time  has  elapsed  follow- 
ing the  onset  of  the  pathologic  process  or  dis- 
ease. 

Step  one  consists  of  examining  the  muscle  at 
rest.  Normally  there  is  electrical  silence  (Figure 
5).  The  next  step  in  the  electromyographic  ex- 
amination is  insertional  activity.  This  is  evaluat- 
ed by  moving  the  electrode  wire  within  the 
muscle  belly  and  thus  causing  mechanical  stim- 
ulation of  the  muscle  and  evoking  bursts  of 
electrical  activity.  When  the  electrode  stops, 
there  should  be  no  electrical  activity  beyond 
these  bursts.  The  absence  of  insertional  activity 
indicates  that  the  tip  of  the  electrode  is  either 


not  in  a muscle  or  the  muscle  has  been  replaced 
by  fibrous  or  scar  tissue.  Third,  the  patient  is 
asked  to  attempt  a very  slight  contraction  of 
the  muscle.  This  provides  the  examiner  the  op- 
portunity to  examine  the  individual  motor  unit 
action  potential  (Figure  3).  The  fourth  step  is 
examining  maximal  contraction.  Here  the  rate  of 
recruitment  and  the  number  of  motor  units  can 
be  evaluated.  The  fifth  and  final  step  is  the 
determination  of  the  distribution  of  abnormali- 
ties, which  have  been  noted  in  the  previous  four 
steps  described.  If  the  abnormality  is  diffused, 
the  possibility  of  a generalized  disease  would  be 
considered.  If  the  abnormality  is  present  only  in 
the  distribution  of  a peripheral  nerve  or  nerve 
root,  the  location  of  the  pathologic  process  can 
easily  be  determined. 

Electromyogram  With  No  Disease 

As  previously  stated,  when  a muscle  is  at  rest, 
no  electrical  activity  will  be  picked  up  with  the 
electromyograph.  There  are  no  waves  on  the 
oscilloscope  screen  and  there  is  no  noise  from 
the  loud  speaker  (Figure  5).  As  the  muscle 
voluntarily  contracts,  one  or  two  motor  units 
begin  firing  at  a rate  of  two  to  five  per  second. 
The  rate  of  firing  increases  with  increasing 
strength  of  contraction  and  simultaneously  addi- 
tional motor  units  are  recruited  until  a maxi- 
mum effort  of  contraction  results  and  the  oscil- 
loscope screen  is  blotted  out  with  motor  unit 
action  potentials.  This  is  called  a normal  inter- 
ference pattern  (Figure  8).  Obviously  by 
this  method  the  effort  of  the  patient  can  be 
ascertained  by  the  rate  of  firing  of  the  motor  unit 
and  the  number  of  units  recruited.  During  mini- 
mal contraction,  the  examiner  can  evaluate  the 
shape,  size,  and  duration  of  the  waves  that 
appear  on  the  oscilloscope  screen.  Observation 
of  the  amplitude,  duration,  and  rate  of  recruit- 
ment is  important  in  determining  normal  versus 
abnormal.  The  normal  motor  unit  potential  is 
from  200  to  2000  micro-volts  (Figure  3). 

Electromyogram  Showing  Motor 
Unit  Abnormality 

In  the  electromyogram  where  motor  unit  dis- 
ease or  interruption  of  integrity  exists,  sponta- 
neous discharges  or  abnormal  potentials  are 
seen  and  heard.  Excitation  is  independent  of 
voluntary  control.  The  spontaneous  firing  elec- 
trical potentials  are  called  fibrillation  potentials, 
fasiculations,  positive  waves,  bizarre  high  fre- 
quency discharges,  or  myotonic  discharges  (Fig- 
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ure  9).  The  small  amplitude,  short  duration 
fibrillation  potentials  appear  in  the  human  limb 
muscles  eighteen  days  after  injury  and  earlier 
in  the  paraspinal  muscles.  They  were  formerly 
described  as  denervation  potentials.  They  result 
when  the  axon  is  injured  sufficiently  to  undergo 
degeneration  or  when  the  muscle  is  diseased 
(Figure  9a).  The  positive  wave,  another  strik- 
ing potential  found  in  pathologic  conditions,  is 
a diphasic  wave  with  an  initial  positive  sharp 
component  and  a subsequent  low  amplitude, 
long  duration  negative  phase  (Figure  9b). 
Positive  waves  and  fibrillation  potentials  can 
be  found  in  all  motor  unit  diseases.  A fasicula- 
tion  potential  is  another  type  of  electrical  “false 
twitching,”  which  can  sometimes  be  seen  gross- 
ly through  the  skin.  Fasiculations  are  most 
characteristically  seen  in  disease  of  the  anterior 
horn  cell.  They  are  recognized  electromyogra- 
phically  by  their  rate  of  firing,  which  is  slower 
and  more  irregular  than  voluntary  motor  unit 
action  potentials.  Fasiculations  can  sometimes 
be  seen  without  the  presence  of  disease  in  heal- 
thy people  ( the  reason  for  their  presence  is 
unknown).  Bizarre  high  frequency  discharges 
can  be  seen  in  any  motor  unit  pathologic  con- 
dition (Figure  9c).  Myotonic  discharges,  char- 
acteristically described  as  the  buzzing  of  an  air- 
plane, are  seen  in  myotonic  muscle  diseases. 
When  a patient  with  a neuron  problem  contracts 
his  muscle,  potentials  appear  on  the  screen 
larger  than  normal,  often  measuring  five  to  ten 
thousand  micro- volts.  In  addition,  the  duration 
is  increased  (Figure  6).  If  the  muscle  itself 
is  sick,  the  motor  unit  action  potentials  are 
smaller  than  normal  and  the  number  of  units 
that  are  recruited  are  more  than  expected  with 
minimal  contraction  (Figure  7). 

Specific  Problems  Electromyography 
Helps  Define 

The  diseases  in  which  electromyography  is 
helpful  can  be  summarized  by  examining  the 
areas  of  the  motor  unit  (Figure  10).  Examples 
of  anterior  horn  cell  disease  are  poliomyelitis, 
amyotrophic  lateral  sclerosis,  Werdnig-Hoff- 
man’s  disease,  myelitis  and  tumors  of  the  spinal 
cord.  Abnormalities  of  the  axon  include  root 
compression  syndromes  (as  in  a herniated  inter- 
vertebral disc  pressing  on  a root),  idiopathic 
polyradiculoneuropathy  ( Landry-Guillian-Barre 
syndrome),  toxic  neuritis,  diabetic  neuropathy, 
peripheral  nerve  injuries,  and  the  entrapment 
syndromes  such  as  Bell’s  palsey  affecting  the 


facial  nerve  and  carpal  tunnel  syndrome,  an  en- 
trapment of  the  median  nerve  at  the  wrist.  A 
problem  affecting  the  neuromuscular  junction 
is  myesthesia  gravis  and  diseases  of  the  muscle 
fiber  include  muscular  dystrophy,  metabolic 
myopathies,  dermatomyocitis,  and  polymyocitis. 

In  any  clinical  condition  where  weakness  is 
present,  the  electromyogram  may  provide  useful 
information.  It  will  provide  objective  evidence  of 
involvement  of  the  motor  unit.  In  upper  motor 
unit  diseases,  the  electromyogram  is  of  value  in 
a negative  way  because  it  excludes  associated 
diseases  of  the  lower  motor  neuron.  EMG’s  are 
practical  in  detecting  function  after  nerve  injury 
but  prior  to  the  time  when  it  is  clinically  ap- 
parent. One  can,  for  example,  follow  peripheral 
nerve  regrowth  after  suture.  The  use  of  electro- 
myography in  medical  legal  problems  has  ex- 
treme importance  since  it  provides  an  objective 
record  of  neuromuscular  function. 

Conclusions 

This  clinical  examination  cannot  be  done  with- 
out “finger  tip”  knowledge  of  limb  anatomy  and 
muscle-nerve  physiology.  A knowledge  of  motor 
unit  pathologic  conditions  is  of  utmost  impor- 
tance as  electromyography  of  the  patient  evolves. 
Therefore,  the  Electromyographer  must  be  a 
physician  trained  in  these  areas.  The  American 
Association  of  Electromyography  and  Electro- 
diagnosis is  made  up  of  equal  numbers  of  Physia- 
trists  (P.M.  & R. ) and  Neurologists.  There  is  no 
standard  procedure  which  can  be  outlined  ahead 
of  time  to  allow  a technician  to  perform  the 
examination  for  later  interpretation  by  the  phy- 
sician. It  is  a rule  rather  than  an  exception  that 
modifications  during  the  examination  must  be 
made  as  electromyographic  findings  become  ap- 
parent. Often  movement  of  the  electrode  will 
elicit  spontaneous-like  activity.  Often  an  “ab- 
normal” appearing  wave  is  actually  a “distant 
normal  wave.  The  critical  importance  of  the 
examiner’s  actions  at  the  moment  of  the  dis- 
played potentials  is  an  additional  reason  why 
the  immediate  interpretation  by  a physician  who 
can  integrate  clinical  examination  and  knowl- 
edge of  pathologic  conditions  is  of  extreme 
importance. 

In  summary,  the  Eelectroinyogram  provides  a 
means  for  objectively  evaluating  the  motor  unit. 
It  is  not  a substitute  for  a careful  history  and 
physical  examination,  but  when  used  in  conjunc- 
tion with  the  clinical  findings,  it  can  often  pro- 
vide the  guide  towards  an  accurate  diagnosis. 
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CORONARY  ARTERY  SPASM -A  CASE  REPORT 

Alberto  Benchimol,  M.D. 
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INTRODUCTION 

It  has  been  estimated  that  about  9%  of  patients 
who  manifest  typical  angina  pectoris  have  angio- 
graphically  normal  coronary  arteries.  Few  such 
cases  are  conclusively  proved.  Since  coronary 
arteriography  delineates  vessels  during  a minute 
fraction  of  a subject’s  existence  caution  should 
be  exercised  in  concluding  that  coronary  arteries 
are  free  of  dynamic  disease  based  on  a single 
cardiac  chatheterization.  This  report  deals  with 
one  patient  with  angina  pectoris  in  whom  coro- 
nary artery  spasm  was  conclusively  proven  and 
graphically  recorded. 

Numerous  studies  have  described  typical  an- 
gina pectoris  in  subjects  with  angiographically 
normal  coronary  arteries.1'3  Mechanisms  which 
have  been  invoked  in  order  to  explain  such  un- 
usual findings  include:  “small  vessel”  coronary 
disease,  abnormalities  of  hemoglobin-oxygen  in- 


From:  The  Institute  for  Cardiovascular  Diseases,  Good  Samari- 
tan Hospital,  1033  E.  McDowell  Rd.,  Phoenix,  AZ  85006.  Sup- 
ported in  part  by  the  Nichols  Memorial  Fund.  Reprints  to  Dr. 
Benchimol  at  the  above  address. 


teraction  and  rarely,  coronary  artery  spasm.  Few 
examples  of  the  latter  phenomenon  have  been 
documented.  We  report  here  angiographically 
demonstrable  coronary  artery  spasm  in  a subject 
with  angina  pectoris. 

CASE  REPORT 

S.  M.  (GSH  #185-856),  a 36-year-old  wom- 
an, was  referred  to  the  Good  Samaritan  Hospital 
for  evaluation  of  chest  pain.  Four  years  prior  to 
admission  the  patient  developed  dyspnea  on 
exertion.  At  that  time  the  diagnosis  of  “heart 
failure”  was  made  and  digitalis  was  administered. 
Subsequently,  the  patient  experienced  episodes 
of  retrosternal  and  left  precordial  chest  pain  with 
radiation  to  the  left  upper  extremity.  This  pain 
occurred  at  rest,  was  aggravated  by  exercise,  and 
intermittently  appeared  during  an  otherwise 
sound  sleep.  Sublingual  administration  of  nitro- 
glycerin either  diminished  or  totally  relieved  the 
angina  pectoris.  Two  weeks  prior  to  admission 
the  patient  sustained  a cardiorespiratory  arrest. 
Resuscitation  was  successful  and  serial  electro- 
cardiograms and  enzyme  studies  were  within 
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normal  limits.  There  was  no  history  of  hyperten- 
sion, diabetes  mellitus  or  administration  of  oral 
contraceptive  agents. 


Physical  examination  revealed  a blood  pres- 
sure of  120/78  mm.  Hg.  and  regular  pulse  at 
76/minute.  The  only  pertinent  physical  findings 
were  confined  to  cardiac  auscultation.  A fourth 
heart  sound  was  noted  at  the  tricuspid  area;  a 
Grade  II/VI  ejection  systolic  murmur  was  heard 
at  the  mitral  area  which  did  not  radiate  to  other 
precordial  sites.  A resting  twelve  lead  electro- 
cardiogram, (Figure  1)  and  postero-anterior 
chest  roentgenogram  were  within  normal  limits. 
Laboratory  data  which  were  normal  included: 
complete  blood  count,  urinalysis,  serum  electro- 
lytes, glucose,  cholesterol  and  thyroxine.  The 


FIGURE  1 

Twelve  lead  electrocradiogram  is  within  normal  limits. 

patient  was  subjected  to  complete  left  and  right 
heart  catheterization,  including  selective  coro- 
nary cineangiography.  All  right  and  left  heart 
pressures  were  normal  and  there  were  no  trans- 
valvular  pressure  gradients.  The  cardiac  output 
was  normal.  A selective  left  coronary  angiogram 
showed  normal  main,  left  anterior  descending 
and  left  circumflex  arteries.  Right  coronary  ar- 
teriography demonstrated  a narrowing  at  the 
proximal  one-third  of  the  artery.  The  “lesion,” 
which  resulted  in  an  80  percent  narrowing  of 
the , transverse  luminal  diameter,  was  smooth  in 
appearance,  manifesting  none  of  the  usual  signs 
of  atherosclerosis.  The  balance  of  the  right  coro- 
nary artery  was  normal.  Nitroglycerin,  gr.  1/150, 
was  administered  sublingually  and  two  minutes 
later  a repeat  right  coronary  arteriogram  dem- 
onstrated no  luminal  abnormality  (Figure  2). 


S.M.  - 35  F. 
COR.  ART.  SPASM 


RCA  - 2 min.  AFTER 
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FIGURE  2 


Selective  coronary  arteriograms  in  a 35  year  old 
woman.  Right  top  panel:  the  left  coronary  arteriogram 
is  normal.  Left  top  panel:  the  right  coronary  arteriogram 
demonstrates  a smooth  area  of  proximal  right  coronary 
arterial  narrowing.  Bottom  panel:  two  minutes  after  sub- 
linqual  nitroglycerin  administration,  the  right  coronary 
arteriogram  is  normal. 

These  findings  indicated  right  coronary  arterial 
spasm  as  the  cause  for  the  initial  narrowing. 
The  patient  was  placed  on  sublingual  isosorbide 
dinitrite  and  has  done  well  since  that  time. 

DISCUSSION 

Several  reports  have  appeared  describing  pa- 
tients with  typical  angina  pectoris  or  document- 
ed myocardial  infarction,  in  whom  subsequent 
coronary  arteriograms  have  been  normal.1'7  The 
prevalence  of  angiographically  normal  coronary 
arteries  in  subjects  with  typical  angina  pectoris 
has  been  estimated  to  be  approximately  9 per 
cent.3  Mechanisms  which  have  been  advanced 
to  explain  this  paradoxical  finding  include  coro- 
nary artery  spasm,  abnormal  hemoglobin-oxy- 
gen dissociation,  inadequate  size  or  distribution 
of  coronary  arteries,  co-existent  aortic  valvular 
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heart  disease  and  inadequate  interpretations  of 
coronary  arteriograms.  Epstein  et  al8  reviewed 
the  possible  etiologies  of  angina  pectoris  and 
concluded  that  neither  abnormal  oxygen-hemo- 
globin dissociation  or  small  vessel  coronary  ar- 
tery disease  had  been  conclusively  demonstrated 
to  result  in  such  symptoms. 

Arterial  spasm  occurring  in  a partially  ob- 
structed vessel  has  been  incriminated  as  the  un- 
derlying cause  of  the  variant  angina  pectoris  of 
Prinzmetal.9  In  the  latter  circumstance,  increased 
tonus  of  the  diseased  artery  effects  temporary 
occlusion,  thereby  leading  to  pain,  electrocardio- 
graphic S-T  segment  and  T wave  changes,  and 
various  arrhythmias  which  have  been  described 
in  association  with  the  syndrome.10'14 

Spasm  occurring  in  otherwise  normal  appear- 
ing coronary  arteries  has  occasionally  been  de- 
scribed. Demany  et  al,15  in  their  experience  with 
750  coronary  arteriograms,  reported  seven  cases 
of  coronary  arterial  spasm;  one  such  episode  was 
accompanied  by  a heart  block.  In  their  patients, 
the  arterial  spasm  was  usually  relieved  within 
two  minutes  of  nitroglycerin  administration.  In 
a single  case,  and  possibly  two  others,  manipula- 
tion of  the  catheter  used  for  angiography  was 
implicated  as  a possible  factor  which  induced 
the  coronary  spasm.  These  authors  proposed 
that  the  coronary  artery  spasm  was  a conse- 
quence of  the  action  of  circulating  cataehola- 
mines  on  the  alpha  receptors  of  the  large  coro- 
nary vessels.  Ross  and  Gorlin16  reported  four  in- 
stances of  coronary  arterial  spasm  which  oc- 
curred during  the  course  of  coronary  arteriogra- 
phy. Hilal  and  Massumi,17  described  variant  an- 
gina pectoris  induced  by  the  ingestion  of  ice 
water.  Although  coronary  spasm  was  considered 
the  underlying  mechanism  of  the  findings,  there 
was  no  angiographic  documentation.  Cheng  et 
al18  found  four  patients  with  variant  angina  pec- 
toris who  had  no  angiographic  evidence  of  ath- 
erosclerosis. It  is  noteworthy  that  two  of  these 
subjects  had  coronary  artery  spasm  during  coro- 
nary arteriography.  Their  descriptions  support 
the  view  that  coronary  spasm,  per  se,  is  an  un- 
derlying factor  in  the  genesis  of  angina  pectoris 
and  in  some  patients,  variant  forms  of  chest 
pain. 

The  optimal  therapy  for  coronary  arterial 
spasm  is  as  yet  undetermined,  since  there  is 
scant  data  on  the  subject.  In  those  patients  with 
apparently  “normal”  coronary  arteries  and  an- 


gina pectoris,  propranolol  has  been  found  effi- 
cacious.1 This  beta  blocking  agent  could  con- 
ceivably reduce  the  myocardial  oxygen  demand 
during  coronary  spasm  and  thereby  prevent  an- 
gina pectoris.  On  the  other  hand,  coronary  vaso- 
dilating agents  would  seem  to  represent  rational 
therapy  when  spasm  is  operative. 

It  was  fortuitous  that  coronary  spasm  was 
conclusively  demonstrated  in  the  patient  de- 
scribed here.  In  the  event  that  such  a transient 
phenomenon  might  not  have  been  observed,  the 
subject  so  affected  would  have  been  relegated 
to  the  group  designated  as  “angina  pectoris 
with  normal  coronary  arteries”  or  even  labeled 
as  a psychoneurotic  individual. 

Coronary  artery  spasm  should  be  considered 
in  the  differential  diagnosis  of  chest  pain,  par- 
ticularly in  younger  patients  with  angiographic- 
ally  normal  coronary  arteries.  Since  coronary 
arteriography  delineates  vessels  during  a minute 
fraction  of  the  subject’s  existence,  caution  should 
be  exercised  in  concluding  that  the  coronary 
arteries  are  free  of  dynamic  disease  based  on 
a single  cardiac  catheterization. 
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SYNOPSIS 

Two  cases  of  incidentally  discovered  pulmon- 
ary leiomyoma  are  reported.  To  our  knowledge, 
only  twenty-four  other  cases  have  been  present- 
ed in  the  medical  literature.  The  lesions  were 
noticed  on  routine  chest  films  taken  of  the  two 
patients  and  both  cases  were  asymptomatic  of 
the  rare  tumor.  Treatment  consisted  of  surgical 
removal  of  the  growths.  We  emphasize  the  fact 
that  this  tumor  may  occur  without  developing 
symptoms. 

INTRODUCTION 

Pulmonary  leiomyoma  is  a rare  benign  tumor 
of  the  lung.  It  ranks  fourth  in  frequency  after 
fibroma,  chondroma,  and  lipoma.1 

Aakhus  and  Mylius2  believed  that  the  peripher- 
ally located  pulmonary  leiomyoma  probably 
arose  from  the  smooth  muscle  of  the  small  bron- 
chioles, but  they  also  acknowledge  the  possible 
site  of  origin  in  the  smooth  muscle  of  pulmonary 
vessels.  Ectopic  foci  of  smooth  muscle  have  also 
been  implicated  as  a source  of  this  tumor. 

Of  the  twenty-four  cases  reported  in  the  re- 
viewed literature,  nine  were  males  and  fifteen 
were  females.  Their  ages  varied  from  4 to  63 
years;  only  five  were  children.  There  was  no  age 
predilection.3 

The  leiomyoma  was  intrabronchial  in  ten  pa- 
tients and  parenchymal  in  the  other  fourteen. 
It  occurred  in  the  right  lung  twice  as  often  as 
in  the  left  lung  and  the  upper  lobe  was  involved 
in  one-half  of  the  cases.3 

This  report  presents  two  additional  cases  of 
pulmonary  leiomyoma.  We  wish  to  emphasize 
the  incidental  finding  of  these  cases  upon  rou- 
tine physical  examination  and  chest  x-rays,  as 
the  tumors  were  asymptomatic. 

From:  Tucson  Medical  Center,  Tucson,  AZ;  Reprint  requests  to 
Dr.  Sabbagh,  1613  N.  Tucson  Blvd.,  Tucson,  AZ  85716. 


CASE  REPORTS 

Case  1 

A 65-year-old  white  female  was  admitted  to 
Tucson  Medical  Center  on  August  28,  1970.  She 
had  been  in  good  health  all  her  life.  One  of  her 
grandsons  had  had  a positive  tuberculin  skin 
test  and  for  this  reason  she  was  sent  to  a physi- 
cian for  a chest  film.  Her  chest  film  at  that  time 
revealed  a large  lesion  in  the  left  lung,  pushing 
the  heart  toward  the  right  side.  She  denied  any 
symptoms.  She  was  a heavy  smoker,  consuming 
approximately  two  packs  per  day.  She  also  stated 
that  for  many  years  she  had  noticed  her  heart 
beating  on  her  right  side,  but  she  had  not  been 
concerned.  She  had  a past  history  of  pneumonia, 
and  had  been  treated  medically  for  an  ab- 
dominal hysterectomy.  Physical  examination  re- 
vealed a well  developed  female,  in  no  distress. 
Her  temperature  was  98.8°  and  respirations 
were  18.  The  pulse  was  98  and  blood  pressure 
was  120/70.  The  only  positive  finding  of  leiomy- 
oma was  that  of  a shifted  apex  beat  toward  the 
sternum.  Work-up  consisted  of  routine  labora- 
tory work  and  a chest  x-ray  which  revealed: 

Large  mass  in  the  anterior  portion  of  the  left 
side  of  the  chest,  probably  originally  from  the 
mediastinum.  Numerous  etiologies  from  thy- 
moma through  benign  tumor  and  lymphoma  to 
some  type  of  malignant  entity  might  be  men- 
tioned. 

On  August  31,  bronchoscopy  was  performed 
and  was  negative,  followed  by  a left  thoracoto- 
my, and  an  exploration  of  the  tumor  mass.  This 
mass  was  found  to  be  reddish-purple,  and 
attached  to  the  anterior  lingular  portion  of  the 
left  upper  lobe,  not  involving  the  lower  lobe.  The 
tumor  was  removed  along  with  a segment  of  the 
lingula.  The  tumor  weighed  1020  grams,  was 
ovoid  in  shape,  and  measured  15.5  centimeters 
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in  greatest  diameter.  On  section,  it  was  greyish- 
yellow,  rubbery  tissue  with  some  whorling. 
Microscopically  it  was  found  to  be  consistent 
with  pulmonary  leiomyoma,  with  interstitial  fi- 
brosis and  pleural  fibrosion. 

The  postoperative  course  was  uneventful.  The 
patient  was  discharged  on  September  11  in  ex- 
cellent condition.  Follow-up  to  the  present  date 
shows  no  recurrence  of  any  of  the  previous 
pathology. 

Case  2 

A 49-year-old  woman  was  admitted  to  Tucson 
Medical  Center  on  August  27,  1970.  She  was  first 
noted  to  have  a chest  mass  on  a routine  chest 
x-ray  in  April,  1970.  The  patient  was  a known 
heavy  smoker,  with  a past  history  of  asthma. 
Five  days  prior  to  admission,  she  had  had  a 
dilatation  and  curretage  in  Nogales,  Arizona,  for 
vaginal  bleeding.  The  pathology  report  disclosed 
no  abnormal  tissue. 

Physical  examination  revealed  a very  obese 
female  in  no  obvious  distress.  The  patient  was 
5 feet  6 inches  in  height  and  weighed  228 
pounds.  Her  vital  signs  were  normal.  The  exam- 
ination revealed  no  abnormal  findings  except  a 
1+  pitting  edema  of  the  ankles.  Pelvic  examina- 
tion was  postponed  temporarily.  Laboratory  data 
were  all  within  normal  limits  with  the  exception 
of  the  chest  x-ray.  This  showed  a right  hilar  mass 
which  was  rounded  and  measured  4 to  5 cm.  in 
a cross  diameter. 

On  August  31  surgery  was  performed.  First  a 
gynecological  evaluation  of  the  uterus  was  per- 
formed under  general  anesthesia.  It  disclosed  a 
slightly  irregular,  enlarged  uterus  measuring  12 
cm.  in  length,  with  several  endocervical  polyps. 
A diagnosis  of  a possible  fibroid  uterus  was 
made. 

Bronchoscopy  was  then  performed,  which  was 
negative,  and  was  succeeded  by  a right  thora- 
cotomy. The  mass  was  palpated  fairly  far  at  the 
periphery  in  the  anterior  segment  of  the  right 
upper  lobe;  it  was  well  demarcated  and  quite 
firm.  An  anterior  segmentectomy  was  done  in  a 
retrograde  fashion  with  division  of  the  pulmon- 
ary parenchyma  fairly  close  to  the  tumor  mass. 
The  patient’s  postoperative  course  was  unevent- 
ful. She  had  an  excellent  recovery  and  was  dis- 
charged 8 days  after  surgery. 

The  pathology  report  revealed  proliferative 
endometrium  and  endocervical  polyps  from  the 
uterine  tissue  specimens,  and  leiomyoma  of  the 


bronchus  from  the  lung  tumor.  The  tumor  was 
described  as  a segment  of  lung  tissue  6 cm.  in 
greatest  diameter.  The  surface  was  covered  with 
pleura,  pinkish-tan  in  color.  On  section,  the  lung 
parenchyma  contained  sharply  defined  tumor 
nodules  4 cm.  in  diameter.  These  tumor  nodules 
cut  with  fibrosis  resistance  and  bulged  from  the 
surrounding  lung  parenchyma,  and  presented  a 
somewhat  whorled  yellowish-white  fibrous  cut 
surface. 

A follow-up  of  the  patient’s  course  showed  a 
re-admission  to  the  same  hospital  on  January 
7,  1971,  for  treatment  of  leiomyoma  of  the  uter- 
us. Vaginal  hysterectomy  was  performed  the 
following  day.  Pathological  examination  of  the 
tissue  revealed  subserosal,  intramural,  and  sub- 
mucosal myomas,  with  mild  early  adenomyosis 
and  chronic  cervicitis.  There  was  no  evidence  of 
leiomyosarcoma.  Again  the  patient  had  an  un- 
eventful recovery.  Recent  follow-up  revealed  no 
recurrences  of  any  abnormal  pathology. 

DISCUSSION 

Leiomyoma  of  the  bronchus  may  or  may  not 
be  symptomatic,  according  to  its  location  to  the 
lobes  and  its  relation  to  the  bronchus,  which  may 
produce  obstruction.  In  agreement  with  Aakhus 
and  Mylius,2  we  believe  that  one  possible  origin 
of  the  peripherally  located  pulmonary  leiomy- 
oma might  be  the  smooth  muscles  of  the  bron- 
chus or  blood  vessel  wall.  The  tumor  could  also 
originate  from  an  ectopic  focus  of  smooth  muscle 
of  a peripheral  ramification  of  the  vascular  or 
bronchial  tree. 

The  possibility  of  metastasis  from  a leiomyoma 
of  the  uterus  should  always  be  considered  as  a 
differentiated  diagnosis  of  the  tumor.  In  Case  2, 
this  possibility  was  well  excluded  by  the  subse- 
quent hysterectomy  performed  for  leiomyoma 
or  fibroid  uterus.  The  pathology  report  indicated 
that  the  hysterectomy  specimen  was  negative 
for  leiomyosarcoma.  It  is  not  known  whether  or 
not  there  is  any  relation  or  tendency  for  these 
two  lesions  to  be  existing  in  the  same  patient. 

The  two  cases  of  pulmonary  leiomyoma  we 
observed  occurred  in  females  and  the  tumors 
were  discovered  incidentally.  Surgical  treat- 
ment consisted  of  resecting  the  tumor  with  a 
segment  of  the  upper  lobe.  Both  patients  have 
done  well  after  surgery. 
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PREVENTIVE  MEDICINE:  REDUCING  TRAFFIC  SLAUGHTER 


The  United  States,  including  Arizona,  has  dur- 
ing the  first  two  months  of  1974  been  forced  by 
gasoline  shortages  to  reduce  the  death  rate  due 
to  trauma  by  25-30%.  The  National  Safety  Coun- 
cil as  well  as  various  hospital  trauma  services 
have  documented  this  observation.  It  is  the 
type  of  scientific  and  social  experiment  that  has 
previously  never  been  possible  to  launch.  This 
recent  experience  was  obviously  not  voluntary. 

In  view  of  the  fact  that  trauma  is  the  leading 
killer  in  the  United  States  in  infants,  children, 
and  in  adults  up  to  age  of  40,  a National  Trauma 
Society  has  been  organized.  This  Society’s  role 
is  meant  to  be  similar  to  that  of  the  American 
Cancer  Society  and  the  American  Heart  Asso- 
ciation — for  the  support  of  service,  education, 


and  research  from  the  private  sector  and  to  act 
as  a prod  on  the  conscience  of  Congress.  It  seems 
that  we,  including  our  youth  and  elders,  have 
been  guilty  of  selective  imperception  when  we 
cannot  be  as  aroused  by  highway  slaughter  as 
by  the  less  numerous  deaths  of  war-time. 

This  dramatic  demonstration  that  reduced 
speed  and  density  of  motor  vehicles  can  save 
thousands  of  human  lives  demands  that  this  con- 
cept must  take  precedence  over  less  impor- 
tant matters.  Our  engineers  and  public  officials 
should  study  the  ways  and  means  of  applying 
this  information  without  inhibiting  progress  and 
take  appropriate  action.  This  would  be  meaning- 
ful preventive  medicine. 

John  R.  Green,  M.D. 
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President's  Page 

J 

TAKING  UP  THE  REINS 

It  now  is  my  pleasure  to  introduce  to  you 
my  successor  as  President  of  the  Arizona  Med- 
ical Association,  William  G.  Payne,  M.D.  He  is 
obviously  well  qualified  by  training  and  experi- 
ence to  take  the  job,  and  he  also  LOOKS  like 
someone  who  should  be  President  of  his  State 
Medical  Association. 

Bill  Payne  grew  up  in  Tempe,  Arizona  where 
his  father  was  employed  as  a professor  for  many 
years.  In  those  days  it  was  a teacher’s  college 
as  those  of  us  from  farther  south  are  likely  to 
remind  our  central  Arizona  colleagues  from  time 
to  time.  I understand  that  a dirt  road  led  from 
the  main  part  of  Phoenix  to  Tempe  in  those 
days.  I would  hope  that  communication  has  im- 
proved in  that  regard,  at  least  for  the  next  year. 
Bill,  himself,  graduated  magna  cum  laude  from 
Arizona  State  University  and,  subsequently,  got 
an  MA  in  Education  from  the  University  of 
Southern  California.  Pie  received  his  M.D.  degree 
from  Baylor  University  in  Texas. 

Our  new  President  taught  high  school  at  Phoe- 
nix Union  High  School  from  1935  to  1939.  He 
has  maintained  an  interest  in  education  to  the 
present  time.  He  has  been  a member  of  the 


Tempe  School  District  No.  3 Board  of  Education 
for  12  years  and  was  president  of  that  school 
board.  He  was  president  and  long  a member  of 
the  Board  of  Directors  for  the  Arizona  School 
Board  Association  and  nationally  was  president- 
elect of  the  National  School  Board  Association 
when  we  stole  him  away  for  our  Presidency. 

Bill  has  had  many  years  of  active  effort  on 
behalf  of  Arizona  Blue  Shield  and  has  been  Pres- 
ident of  the  Board.  His  activities  in  ArMA  in- 
clude Chairman  of  its  most  prestigious  commit- 
tee, the  Professional  Committee. 

He  has  done  the  things  which  I hold  most 
important  to  our  public  relations  image,  namely, 
he  has  been  active  in  community,  social  and 
church  activities.  Among  these  he  has  been  Pres- 
ident of  the  Tempe  Rotary  Club,  President  of 
the  ASU  Alumni  Association,  Chairman  of  the 
ASU  1967  Annual  Alumni  Fund,  and  Vice- 
President  of  the  Theodore  Roosevelt  Council  of 
the  Boy  Scouts  of  America.  He  has  received  both 
the  Silver  Beaver  and  the  Distinguished  Eagle 
awards  from  the  Theodore  Roosevelt  Council  of 
the  Boy  Scouts  of  America.  He  also  received  a 
service  plaque  for  outstanding  service  to  both 
education  and  the  community  from  the  Arizona 
Education  Association  in  1970.  Dr.  Payne  is  a 
member  of  AOA  and  also  two  honorary  educa- 
tion fraternities. 

What  a curriculum  vitae  fails  to  convey  is 
what  we  can  depend  upon  in  this  man.  First, 
he  is  willing  to  work.  It  would  be  hard  to  find 
someone  in  the  Association  who  has  done  what 
is  asked  with  more  dependability  and  more  sin- 
cere effort  than  Dr.  Payne.  Secondly,  he  is  a 
man  of  principle.  On  several  occasions  in  the 
last  two  years  I have  seen  him  take  a relatively 
unpopular  stand  and  hold  to  it  tenaciously  until 
he  convinced  others  of  us  of  its  correctness. 
Sometimes  we  convinced  him.  As  my  mother 
used  to  say,  sometimes  having  an  open  mind 
means  an  empty  head.  Not  so  with  Bill  who  is 
willing  to  consider  others  opinions  but  he  also 
has  the  strength  of  his  beliefs.  Thirdly,  he  has 
the  graciousness  and  poise  combined  with  the 
intelligence  required  to  cope  with  this  constantly 
expanding  job. 

I may  feel  somewhat  dissatisfied  next  year 
with  respect  to  what  I failed  to  accomplish  this 
year.  I doubt  very  much  if  I will  be  disappointed 
with  what  Bill  Payne  achieves. 

Sincerely, 

Philip  E.  Dew,  M.D. 
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COMPUTER  ASSISTANCE  IN 
CLINICAL  PATHOLOGY 

The  ever-increasing  variety  and  volume  of 
both  clinical  laboratory  tests  and  automated 
equipment  have  had  a severe  impact  upon  the 
temporal  capabilities  of  the  clinical  pathologist. 
In  brief,  he  is  responsible  not  only  for  the  qual- 
ity of  his  laboratory  results  and  the  training  of 
his  technical  personnel,  but  also  for  aiding  the 
clinician  in  the  proper  interpretation  of  these 
same  laboratory  data  as  they  apply  to  individual 
patient  problems.  Obviously,  the  clinical  pathol- 
ogist must  be  both  a clinician  and  a laborator- 
ian,  serving  to  merge  the  two  disciplines  into 
an  orderly  system  of  patient  care  and  manage- 
ment. As  test  volume  and  variety  increase,  the 
time  he  spends  in  both  areas  will  increase  pro- 
portionately, ultimately  leading  either  to  the  hir- 
ing of  an  additional  clinical  pathologist  or  to 
more  efficient  utilization  of  his  time. 

In  order  to  increase  efficiency  in  clinical  path- 
ology at  the  Arizona  Medical  Center,  certain 
computer-assisted  techniques  have  been  intro- 
duced in  areas  of  quality  control  and  in  clinical 
laboratory  data  interpretation.  Quality  control  is 
perhaps  the  most  significant  contribution  that 
electronic  devices,  such  as  computers,  can  make 
to  laboratory  work.  In  essence,  any  decisions 
made  on  the  basis  of  mathematical  or  observed 
criteria  can  be  programmed  into  computer  de- 
viices.  There  is  a wide  variety  of  computers  to 
choose  from,  ranging  from  large  and  expensive 
to  cheaper,  desk-top  models.  All  control  sera  and 
standards  must  be  evaluated  by  a number  of 
means  in  order  to  be  sure  that  patient  labora- 
tory data  are  real  and  meaningful.  Control  sera 
and  standards  evaluation  must  obviously  be 
prompt,  and  in  real  time  with  patient  tests  to 
attain  that  end.  Technicians  entering  raw,  ob- 
served, control  and  standard  data  can  use  the 
assistance  of  a computer  to  determine  their  ac- 
ceptability, the  presence  of  problems  in  instru- 
mentation or  reagents,  or  to  test  their  own  tech- 


nical capability.  Statistical  evaluations  can  be 
immediate,  as  can  certain  mathematical  techni- 
ques for  predicting  the  “drifting  out  of  control” 
of  testing  devices  or  procedures.  Employment 
of  computer  assistance  in  this  manner  relieves 
the  clinical  pathologist  of  a number  of  routine 
tasks,  thus  providing  him  with  more  time  to  de- 
velop new  procedures,  to  aid  the  clinician,  or 
for  teaching. 

The  computer,  as  an  interpretive  aid,  serves 
equally  well  both  within  the  laboratory  and  for 
extra-laboratory  functions.  It  also  provides  a 
form  of  interpretive  quality  control  to  the  lab- 
oratory. In  microbiology,  for  example,  certain 
binary  and/or  octal  coded  systems  can  be  em- 
ployed to  help  the  microbiology  technician  inter- 
pret the  data  derived  from  different  biochemical 
observations.  In  this  concept,  a series  of  organ- 
isms is  originally  coded  by  the  positive,  negative 
or  variable  responses  of  those  organisms  to  a 
question  set.  Their  permutations  are  computed, 
all  identical  permutations  collated,  and  the  re- 
sulting list  of  organisms  is  evaluated  by  further 
laboratory  testing  to  assure  proper  identifica- 
tion. The  entire  concept  can  be  utilized  either 
totally  by  computer  assistance  or  by  use  of  an 
adding  machine  and  an  accompanying  computer- 
printed  reference  text. 

This  concept  has  been  applied  in  our  clinical 
pathology  laboratories  to  the  clinical  interpre- 
tations of  lactic  acid  dehydrogenase  patterns  and 
to  liporotein  phenotyping.  In  both  instances  the 
computer  assists  the  clinical  pathologist  and  the 
clinician  by  providing  a differential  diagnosis  of 
the  patterns  derived  by  these  laboratory  tests. 
Work  is  in  progress  wherein  108  diseases  have 
been  codified  into  a series  of  laboratory  obser- 
vations with  a resulting  listing  of  differential 
diagnoses  based  on  the  pattern  of  laboratory 
tests.  The  main  purpose  is  to  furnish  the  clinician 
with  a list  of  possibilities,  including  the  rare 
forms  of  disease,  which  will  direct  his  thought 
processes  in  such  a way  as  to  increase  the  ac- 
curacy of  his  diagnoses. 

These  computer-assisted  efforts  are,  therefore, 
not  only  producing  a more  reliable  appraisal  of 
laboratory  data  but  they  are  helping  to  alle- 
viate pressures  on  the  basic  function  of  the  clin- 
ical pathologist  and  — indirectly  — the  clinician. 
In  addition,  the  computer  serves  to  collate  pa- 
tient data  and  provide  a legible  record  for  clin- 
ician reference  and  chart  storage. 
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This  new  section  in  Arizona  Medicine  is  spe- 
cifically targeted  to  the  subject  of  cancer  care  in 
the  state  of  Arizona.  Recognition  of  the  impor- 
tance of  cancer  management  has  been  under- 
scored by  the  establishment  of  the  conquest  of 
cancer  as  a national  goal.  In  addition  to  mark- 
edly increase  efforts  towards  support  of  re- 
search through  the  National  Cancer  Institute 
and  the  American  Cancer  Society,  patient  care 
activities  have  also  been  strengthened.  In  this 
column,  current  concepts  in  cancer  management 
and  recent  advances  in  cancer  research  that  are 
relevant  to  Arizona,  will  be  discussed  each 
month.  Cancer  therapy  is  currently  changing  at 
an  extraordinarily  rapid  rate,  and  the  views  ex- 
pressed on  this  page  should  not  be  considered  as 
static  recommendations.  The  editors  of  this  col- 
umn will  select  key  topics  and  invite  interested 
physicians  and  allied  health  professionals  from 
Arizona  to  write  components  related  to  areas  of 
their  expertise  in  cancer. 

Editors:  Paul  H.  Duffey,  M.D.,  F.A.C.P., 
Hematology-Oncology,  The  Tucson  Clinic,  Tuc- 
son, Arizona  85716;  Sydney  E.  Salmon,  M.D. 
Head,  Section  of  Hematology  and  Oncology, 
University  of  Arizona  College  of  Medicine,  Tuc- 
son, Arizona  85724.  Robert  H.  Thoeny,  M.D., 
Dir.,  Radiation  Oncology,  Good  Samaritan  Hos- 
pital, Phoenix,  Arizona  85006. 


Clinical  Oncology 
In  Arizona 


TREATMENT  OF  HODGKIN'S 
DISEASE 

STANDARD  TREATMENT 

Morris  H.  Fine,  M.D.,  F.A.C.H.* 

The  ability  to  cure  localized  Hodgin’s  Disease 
and  to  effect  prolonged  remissions  in  dissemin- 
ated disease  is  now  beyond  question.  The  prob- 
lem is  to  determine  which  patients  truly  have 
localized  disease.  This  requires  an  elaborate 
diagnostic  workup  which  includes  lymphangio- 
graphy, bone  marrow  biopsy  (not  only  aspira- 
tion), and  in  those  patients  without  proven  dis- 
semination to  the  liver,  marrow  or  other  organs, 

From:  5402  E.  Grant  Rd.,  Tucson,  AZ  (Dr.  Fine). 
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laparotomy  with  splenectomy,  open  wedge  biop- 
sy as  well  as  multiple  deep  needle  biopsies  of 
the  liver,  and  biopsies  of  retroperitoneal  and 
mesenteric  lymph  nodes.  Diagnostic  laporatomy 
has  resulted  in  restaging  of  up  to  one-third  of 
patients  with  Hodgkin’s  Disease;  routine  splenec- 
tomy has  demonstrated  disease  in  up  to  one- 
third  of  patients  with  normal  size  spleens  and 
has  failed  to  document  disease  in  up  to  one- 
half  of  patients  with  clinically  enlarged  spleens. 

The  treatment  for  Stage  I (localized  to  one 
lymph  node  area),  II  (two  adjacent  areas  on 
the  same  side  of  the  diaphragm),  and  III  A 
(disease  on  both  sides  of  the  diaphragm  but 
without  systemic  symptoms)  is  total  lymphoid 
irradiation  (also  known  as  total  nodal  irradia- 
tion or  sequential  segmental  irradiation).  Irradia- 
tion of  only  those  lymph  node  bearing  regions 
above  the  diaphragm  or  just  those  below  has 
largely  been  supplanted  by  total  lymphatic  treat- 
ment because  of  the  now  established  association 
between  left  lower  neck  and  abdominal  para- 
aortic sites  of  involvement  or  spread  and  the 
incidence  of  otherwise  clinically  unsuspected  dis- 
ease in  the  spleen  or  paraaortic  nodes  found  at 
staging  laporatomy.  Since  the  recurrence  rate  is 
proportional  to  the  amount  of  radiation  to  any 
particular  area,  it  is  imperative  that  adequate 
doses  be  given  to  all  areas  irradiated  (eg.  4000 
rads  tumor  dose ) . 

The  treatment  for  Stage  III  B (confined  to 
lymph  nodes  and  spleen  but  with  systemic  symp- 
toms of  weight  loss,  fever,  etc. ),  and  IV  ( involve- 
ment of  organs  besides  lymph  nodes  and  spleen, 
i.e.  liver,  bone  marrow,  etc. ) is  combination 
chemotherapy.  The  principles  behind  combina- 
tion chemotherapy  are  ( 1 ) drugs  of  differing 
action  are  selected  which  are  known  to  be  effec- 
tive when  used  as  single  agents.  (2)  Courses  of 
treatment  are  given  intermittently  to  allow  nor- 
mal tissues  (bone  marrow,  GI  epithelium,  im- 
munological system  and  central  nervous  system ) 
to  recover.  ( 3 ) By  using  drugs  of  different  toxici- 
des, it  is  possible  to  achieve  greater  therapeutic 
effect  with  less  specific  toxicity.  (4)  Combina- 
tions lessen  the  chance  of  resistance  to  any  one 
agent  developing  and  are  more  effective  in  pro- 
ducing complete  remissions. 

A combination  of  nitrogen  mustard  ( M ) , On- 
covin® (O),  prednisone  (P)  and  procarbazine 
( P),  known  as  the  MOPP  regimen  ( Table  I ),  has 
become  the  standard  regimen  for  advanced  dis- 


MOPP  CHEMOTHERAPY 


Day 

1 - 7 

8-14  15-28 

Nitrogen  Mustard 

6 

6 

(mg/M2  IV) 
^Vincristine  Sulfare 

1.4 

1.4 

(mg/M2  IV) 
Procarbazine 

100 

»No  therapy 

(mg/M2  po) 
1 Prednisone 

40 

-»No  therapy 

(mg/M2  po) 

°2.0  mg  per  injection  given  rather  than  1.4  mg/M2 
fist  and  4th  cycle  only 

Table  I 

The  28-day  cycle  of  four-drug  chemotherapy  (MOPP) 
as  described  by  DeVita  et  alJ. 

ease.1  Complete  disappearance  of  all  signs  and 
symptoms  of  Hodgkin’s  disease  regularly  occurs 
in  70-80%  of  patients  treated  with  this  combina- 
tion for  6 months.  Even  when  no  further  treat- 
ment (maintenance)  was  administered,  the  me- 
dian duration  of  remission  was  thirty-six  months 
and  fifteen  of  the  patients  from  the  first  group 
in  complete  remission  have  remained  free  of 
disease  at  least  five  and  up  to  seven  years  after 
treatment.1  As  expected,  there  is  neurotoxicity 
from  the  vincristine  and  myelosuppression,  nau- 
sea and  vomiting  from  the  mustard  and  procar- 
bazine. Prednisone  does  not  add  to  the  toxic 
effect,  presumably  because  it  is  used  only  in 
the  first  and  fourth  courses. 

Patients  who  have  received  prior  chemother- 
apy have,  in  general,  not  responded  as  well  to 
MOPP.  Thus,  no  patient  should  be  treated  with 
any  single  agent  or  combination  of  agents  that 
does  not  potentially  equal  the  remission  rate  ex- 
pected with  six  courses  of  MOPP. 

INVESTIGATIONAL  TREATMENT 
Stephen  E.  Jones,  M.D. 

Many  of  the  current  controversies  in  the  man- 
agement of  patients  with  Hodgkin’s  disease  will 
be  resolved  by  the  results  of  ongoing  clinical 
trials  in  the  following  areas. 

A.  Combined  Treatment  Programs 

Combined  modality  treatment  has  been  a 
trend  in  many  areas  of  cancer  research  and  is 
particularly  noteworthy  in  Hodgkin’s  disease. 
Up  to  85%  of  patients  with  Stage  IA  and  IIA  can 
be  cured  with  extended  field  or  total  lymphatic 
irradiation.  Yet  many  investigators  have  sought 
ways  to  achieve  the  same  results  with  less  ex- 
tensive irradiation.  Eor  example,  in  trials  at  Stan- 
ford and  in  the  Southwest  Oncology  Group  it 
now  appears  that  high-dose  irradiation  to  known 
sites  of  tumor  followed  by  6 months  of  treatment 
with  MOPP  chemotherapy  may  be  as  efficacious 

From:  Section  of  Hematology  and  Oncology,  University  of  Art- 
zona  College  of  Medicine,  Tucson,  AZ  85724  (Dr.  Jones). 
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as  considerably  more  extensive  radiotherapy.  In 
another  trial  at  Stanford  patients  with  certain 
patterns  of  high  risk  Hodgkin’s  disease  (e.g.  left 
cervical-supraclavicular  nodal  involvement)  or 
more  extensive  disease  (II  B,  III  B,  etc.)  appear 
to  benefit  from  combining  extensive  irradiation 
(total  lymphatic)  with  6 months  of  MOPP 
chemotherapy  compared  to  just  radiotherapy 
alone.2  The  final  results  of  these  and  many  other 
combinations  of  chemotherapy  and  radiotherapy 
are  awaited  with  great  interest  and  should  have 
considerable  impact  on  our  current  concepts  of 
what  constitutes  the  treatment  of  choice  for  vari- 
ous stages  and  patterns  of  Hodgkin’s  disease. 

B.  New  Chemotherapy  Induction  Programs 

MOPP  has  become  the  standard  combination 
to  which  all  new  combinations  are  being  com- 
pared. Attempts  to  improve  upon  the  potential 
for  inducing  a complete  remission  have  taken 
several  forms.  First  alternate  combinations  have 
been  devised:  one  of  these  is  a combination  of 
drugs  not  found  in  MOPP  ( adriamycin,  vinblas- 
tine, bleomycin  and  imidazole  carboxamide).  In 
a preliminary  report  at  the  recent  AACR  meet- 
ing in  Houston,  Bonadonna  and  his  coworkers 
at  the  Milan  Cancer  Institute  found  this  com- 
bination to  induce  complete  remission  in  70%  of 
patients  and  to  not  have  cross-resistance  to 
MOPP.1  Another  approach  and  one  which  we 
have  favored  at  the  University  of  Arizona,  has 
been  to  “beef  up’’  the  basic  MOPP  program  by 
adding  apparently  synergistic  new  agents  to  the 
standard  drugs.  Shortly,  with  the  cooperation  of 
the  Southwest  Oncology  Group  we  will  begin 
evaluation  of  3 induction  regimens:  MOPP  with 
low-dose  bleomycin  and  two  different  schedules 
of  MOPP  with  blomycin  and  adriamycin.  Pa- 
tients will  receive  10  courses  of  these  combina- 
tions, and,  if  in  remission,  will  be  followed  with- 
out maintenance  therapy.  Both  of  these  basic  ap- 
proaches should  yield  improved  chances  for  ob- 
taining remissions  compared  to  the  standard 
MOPP  program. 

C.  Maintenance 

Of  the  75%  or  so  of  patients  who  achieve  a 
complete  remission  with  MOPP,  half  or  more 
of  these  patients  will  eventually  manifest  new 
symptoms  or  signs  of  Hodgkin’s  disease.  A ma- 
jor effort  by  many  centers  has  been  to  provide 
maintenance  chemotherapy  to  prevent  some  of 
the  eventual  relapses.  The  best  type  of  mainte- 
nance treatment  or  the  duration  over  which  it 


must  be  given  is  yet  to  be  well  defined  and 
is  the  subject  of  ongoing  clinical  trials.  Several 
studies,  however,  do  support  the  value  of  con- 
tinuing some  form  of  maintenance  chemotherapy 
for  1-2  years  after  induction.  One  interesting  ap- 
proach, adopted  by  the  Eastern  Oncology  Group, 
is  to  compare  non-specific  immune  stimulation 
with  BCG  vaccination  to  chemotherapy  for  main- 
tenance treatment.  The  results  of  this  study  will 
be  especially  interesting. 

D.  New  Agents 

Several  new  drugs  on  Phase  I-II  testing  ap- 
pear to  show  promise  of  activity  in  lymphomas: 
podophyllin  derivatives  (VP- 16  and  VM-26), 
streptozotocin  (now  used  primarily  for  islet  cell 
tumor),  and  nitrosoureas  (e.g.  CCNU,  BCNU, 
and  Methyl  CCNU).  Some  of  these  are  being 
tested  in  new  combinations. 

SUMMARY 

The  outlook  for  patients  with  Hodgkin’s  dis- 
ease appears  brighter  with  each  year  as  im- 
proved individual  and  combined  therapeutic 
modalities  are  tested.4  The  cure  of  all  patients 
with  Hodgkin’s  disease  has  become  a feasible 
goal.  Three  principles  in  the  management  of 
Hodgkin’s  disease  deserve  reptition:  (1)  the 
possibility  of  inducing  cure  is  greatest  at  the  out- 
set. Treatment  decisions  must  be  predicted  on 
careful  histopathologic  examination,  thorough 
clinical  staging  evaluations,  and  multidisciplinary 
cooperation  between  surgeons,  radiation  thera- 
pists and  medical  oncologists  before  treatment  is 
begun.  Once  treatment  has  been  started  the  op- 
portunity for  completely  accurate  staging  and 
histologic  information  may  be  lost  forever.  (2) 
Hodgkin’s  disease  is  a rare  affliction  (3000  cases 
per  year  in  the  United  States ) and  the  establish- 
ment of  the  diagnosis  warrants  at  least  a consul- 
tation with  those  physicians  or  centers  where 
larger  number  of  cases  are  handled  annually.  ( 3 ) 
With  the  rapid  advances  we  have  observed  in 
the  treatment  of  Hodgkin’s  disease  comes  the 
hope  that  the  management  of  this  tumor  will 
serve  as  an  oncologic  model  for  similar  degrees 
of  success  against  other  neoplasms  in  the  future. 
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PHYSICIAN  SHORTAGE  WILL  END  BY  1986 


The  shortage  of  physicians  in  the  United 
States  will  be  over  by  1980,  says  a report  in  the 
current  (March  25)  issue  of  the  Journal  of  the 
American  Medical  Association. 

In  fact,  there  probably  is  no  shortage  today  in 
terms  of  over-all  numbers.  Rather,  there  are 
not  enough  physicians  in  the  primary  treatment 
areas,  and  there  is  maldistribution  of  doctors 
across  the  nation,  says  James  K.  Cooper,  M.D., 
and  Karen  Heald  in  the  article.  They  are  with 
the  Rand  Corporation,  Washington,  D.C. 

The  frequently  quoted  “shortage  of  50,000 
doctors”  is  probably  an  exaggerated  figure,  the 
report  declares.  The  total  number  of  physicians 
has  more  than  kept  up  with  the  growth  of  the 
population.  In  1950,  the  total  number  of  active 
nonfederal  physicians  per  100,000  population  was 
119.  In  1971,  the  ratio  had  increased  to  152. 

Many  more  physicians  today  are  specialists 
than  in  past  years,  and  although  the  total  num- 
ber of  physicians  and  the  physician-to-popula- 
tion  ratio  in  this  country  are  greater  now  than 
ever  before,  the  ratio  of  primary  care  providers 
has  decreased,  and  there  is  considerable  dispar- 
ity in  the  number  of  physicians  in  different 
geographic  areas,  they  say. 


A recent  report  from  the  Department  of  Labor 
predicts  an  increase  in  total  need  for  physicians 
in  the  next  few  years,  because  of  the  growing 
proportion  of  the  population  who  are  elderly, 
and  because  of  an  anticipated  increased  effort 
to  provide  care  for  persons  who  are  now  under- 
served. It  is  estimated  that  by  1980  there  will 
be  a total  need  for  between  413,000  and  436,000 
physicians. 

Several  factors  are  operating  to  meet  this  high 
level  of  need.  Medical  schools  are  expanding 
facilities  and  accelerating  medical  education.  The 
schools  will  be  producing  17,000  new  doctors 
a year  by  1980.  Also  the  number  of  foreign 
physicians  moving  to  the  United  States  is  ex- 
pected to  remain  high.  The  number  of  physi- 
cians will  be  greater  than  436,000  by  1980,  they 
say.  There  are  now  more  than  360,000. 

“These  projections  of  need  and  supply  lend 
great  credence  to  the  remarks  of  Walter  C.  Bor- 
nemeir,  M.D.,  past  president  of  the  AMA,  who, 
referring  to  the  doctor  shortage,  exclaimed,  ‘It’ll 
all  be  over  by  1980.’  It  is  time  now  to  direct 
efforts  at  the  real  problems,  physicians  maldis- 
tribution and  a relative  shortage  of  primary  care 
physicians.” 


ARIZONA  MEDICINE  367 


ArMA 


Medical  History 


HARAKIRI  BY  VIRUS 

Yellow  fever  doesn’t  occupy  much  of  our  scien- 
tific time  these  days  especially  not  in  this  hemis- 
phere. But  it  has  some  interesting  historical 
facets.  It  is  said  by  historians  to  have  been  a 
contribution  of  the  new  world.  Syphilis  probably 
came  as  well,  as  an  added  bonus  for  the  Cross 
Bearing  Spaniards  and  the  many  Europeans  who 
followed  them.  But  measles,  smallpox  and  tuber- 
culosis were  brought  along  in  exchange  and 
that  more  than  evened  it  up. 

Dr.  Byron  Stinson  has  given  a very  excellent 
resume  of  some  of  the  early  knowledge  about 
yellow  fever  but  the  origin  of  the  term  itself 
is  especially  intriguing.  This  is  how  he  puts  it 
“the  virus  reached  Barbados  aboard  the  French 
brigantine  Ojif  lamme  ( The  Golden  Flame ) 
which  put  ashore  at  Martinique  in  1664.  This 
ship  had  come  from  Siam  via  Brazil.  When  the 
ensuing  epidemic  erupted  it  was  called  the  Ori- 
flamme  and  the  illness  was  referred  to  as  the 
Siamese  fever.  Griffin  Hughes  combined  the 
terms  ( 1750 ) and  called  it  yellow  fever.  The 
Spanish  called  it  “The  Black  Varmit.”  So  in  this 
very  unique  way  it  ended  up  with  the  proper 
clinical  description,  if  you  will,  yellow  fever 
but  it  got  it  from  a “yellow  boat.”1 


Later  there  followed  the  epidemics  on  the 
east  coast,  Philadelphia  1793,  4041  out  of  the 
population  of  25,000  died;  in  182-3  it  was  reign- 
ing in  New  Orleans,  in  1839  in  Galveston  and 
the  last  great  epidemic  was  in  1878  in  Mem- 
phis. “It  began  when  the  steamer  Golden  Crown 
( note  how  this  word  golden  keeps  following 
it  around)  disembarked  three  sick  ladies  from 
New  Orleans  on  the  fifth  of  August.  Of  the 
Memphis  population  then  37,000,  15,000  became 
ill  and  6,000  died  by  the  time  the  epidemic 
burned  itself  out  about  two  months  later2  in  Oc- 
tober of  the  same  year. 

Dr.  Carlos  Finlay  of  Havana,  in  1881,  pub- 
lished his  findings  indicating  that  the  mosquito, 
stegomyia  colopus,  was  the  patient  to  patient 
vector.  Finlay  was  appointed  to  the  Walter  Reed 
Yellow  Fever  Commission,  at  the  close  of  the 
Spanish-American  War,  and  as  you  know  this 
entirely  vindicated  Finlay’s  findings  and  nailed 
the  female  stegomyia  to  the  Vector  Cross  once 
and  for  all. 

Hideyo  Noguchi  a long  time  investigator  in 
the  Rockefeller  Institute,  working  in  South 
Africa,  discovered  what  he  considered  the  cause 
of  yellow  fever,  a bacterium,  between  1918  and 
1921  this  work  was  completed.  This  didn’t  hold 
up  and  Noguchi  later  died  of  yellow  fever  in 
South  Africa  although  he  had  taken  the  vaccine 
which  he  had  developed.  Some  suspected  the 
disease  may  not  have  been  accidentally  acquired, 
but  may  have  been  purposely  acquired,  a Viral 
Harakiri  committed  in  1928.  This  story  was 
bruited  around  medical  circles  for  a time  but  I 
think  the  best  evidence  for  it  came  from  a med- 
ical student  who  was  admitted  to  my  medical 
class  of  1933,  and  his  name  was  Albert  Batch- 
elder  a long  time  research  bacteriologist  in  No- 
guchi’s laboratory.  Batchelder,  on  entrance  into 
medical  school  was  then  35  years  of  age  and  as 
I scan  casually  through  one  year  book  it  seemed 
that  most  of  us  were  about  21,  22  and  one  or 
two  old  men  of  25,  on  entering  medical  school 
in  those  days.  Batchelder  was  a special  case 
and  it  was  because  of  his  long  association  with 
Noguchi  that  he  was  accepted  as  a member  of 
the  class.  But  the  gods  had  other  plans  for  Batch- 
elder, he  died  in  1932  of  cancer  of  the  stomach, 
never  made  the  graduation  of  1933. 
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Searching  the  Literature  Comes  Before  Writing  the  Literature 

How  Clinicians  Can  Use  Printed  Bibliographies, 

Tapes,  and  Computers 

WILLIAM  K.  BEATTY*,  M.S.,  Chicago,  Illinois 


Searching  the  literature  can  be  done  quickly  and 
efficiently  if  appropriate  guides  and  suitable  methods 
are  used.  The  current  search  for  a few  recent 
references  can  be  accomplished  by  either  the  Medline 
search  or  the  Abridged  Index  Medicus,  depending  on 
the  subject.  A review  of  the  literature  should  start  with 
Medical  Subject  Headings,  Index  Medicus,  and 
Cumulated  Index  Medicus  and  then  draw  on  other 
guides  as  needed.  The  Science  Citation  Index  will  be 
helpful  in  locating  modifications  of  earlier  work  and  in 
many  other  ways.  As  potentially  useful  references  are 
found  they  should  be  accurately  recorded.  Guides  are 
available  for  many  areas  related  to  medicine.  Foreign 
languages  need  not  cause  insurmountable  problems. 
Books,  as  well  as  journals,  can  provide  helpful 
information.  Several  useful  services  are  available  on 
tapes  or  through  other  computerized  systems,  and 
much  pertinent  information  can  easily  be  obtained 
from  these  as  well  as  from  printed  sources. 


One  of  the  first  rules  for  writing  a paper  is  to 
have  something  to  say.  This  something  could  come 
from  your  own  clinical  observations,  your  potential 
article  could  be  a review  of  the  literature  plus  one  or 
several  cases  from  your  own  practice,  or  you  might 

* Librai  iiin  and  Professor  of  Medical  Bibliography,  Northwestern 
Ltmversity  Medical  School,  Chicago,  Illinois. 

► From  the  Medical  School  Library,  Northwestern  University,  Chicago, 
Illinois. 


want  to  describe  a modification  of  a surgical  opera- 
tion, a diagnostic  test,  or  some  other  medical  proce- 
dure. You  will  not  be  able  to  write  intelligently  about 
any  subject  in  medicine  unless  you  know  what  has 
already  been  written  about  it.  This  paper  offers  a 
guide  to  how  you  can  search  recent  or  past  journal 
or  book  literature  in  medicine  and  related  fields. 
Table  1 gives  an  outline  of  how  to  proceed  in  your 
search. 

Current  Search 

If  your  paper  will  be  a report  of  your  clinical  ob- 
servations you  will  need  to  search  at  least  the  cur- 
rent literature  to  see  what  else  has  been  written  re- 
cently on  this  subject.  A quick  way  to  accomplish 
this  is  to  seek  out  the  nearest  Medline  terminal,  find 
out  if  your  request  is  suitable  for  Medline  and,  if  it 
is,  take  advantage  of  these  on-line  capabilities.  All 
regional  medical  libraries,  most  libraries  in  medical 
schools,  and  some  libraries  in  the  larger  societies, 
research  institutes,  and  hospitals  now  have  this  help- 
ful service. 

Medline  takes  its  name  from  Medlars  plus  ‘"on- 
line” and  is  used  by  the  National  Library  of  Medi- 
cine (NLM)  because  it  is  a snappy  term.  Medlars 
is  an  acronym  for  Medical  Literature  Analysis  and 
Retrieval  System,  the  automated  searching  and  print- 
ing program  at  the  National  Library  of  Medicine  in 
Bethesda. 

Medline  provides  direct  access  to  the  articles  in 
I 100  high  priority  medical  journals.  The  data  base 
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Table  1.  Guide  for  Searches  of  Printed  and  Other  Types  of  Ma- 
terial 


Current  search  of  journal  literature 
Medline  Search  (if  suitable) 

Abridged  Index  Meclicus  {AIM) 

Review  of  the  literature 
Since  1 960 

Medical  Subject  Headings  (MeSH) 

Index  Medicas 
Cumulated  Index  Medicas 
Before  1960 

Current  List  of 1 Medical  Literature 
Quarterly  Cumuative  Index  Medicas 
Index-Catalogue  of  the  Library  of  the  Surgeon  General's 
Office.  U.S.  Army 
Excerpta  Medica 
A possible  shortcut 

Bibliography  of  Medical  Reviews  ( BMR ) 

Modifications  of  earlier  work 
Science  Citation  Index 
Fields  related  to  medicine 
Biological  Abstracts 
Bio  Research  Index 
Chemical  Abstracts 
“More  current  than  current” 

Most  recent  issues  of  known  productive  journals 
Current  Contents 
Foreign  languages 

English  abstracts  in  foreign  journals 
English  abstracting  journals 
Translation 
Books 

NLM  Current  Catalog 
Bowker's  Medical  Books  in  Print 
Tapes  and  other  computerized  systems 
Medline  system 
Chemical  Abstracts  Services 
BioSciences  Information  Service 
Institute  for  Scientific  Information 
Excerpta  Medica  System 
Science  Information  Exchange 


contains  between  350  000  and  450  000  references, 
depending  on  the  time  of  year.  It  always  has  the 
complete  collection  of  references  for  the  3 years 
prior  to  the  current  year,  and  to  this  foundation  are 
added,  month  by  month,  the  new  references.  At  the 
end  of  the  current  year  the  references  for  the  earliest 
year  are  dropped  from  the  data  base. 

The  on-line  aspect  of  Medline  means  that  when 
you  go  to  the  appropriate  library  a reference  librarian 
will  work  out  the  search  strategy  with  you,  and  the 
data  base  will  be  consulted  while  you  are  in  the 
library.  When  the  search  has  been  completed  (usu- 
ally in  15  to  30  minutes)  you  may  have  up  to  25 
references  printed  out  for  you  on  the  spot,  so  that 
you  can  take  them  away  with  you,  or  you  may  have 
a larger  number  printed  off-line  by  the  computer  in 
Bethesda  and  mailed  to  you. 

A Medline  search  will  be  the  most  suitable  ap- 
proach if  your  subject  can’t  be  handled  more  effec- 
tively by  one  of  the  many  printed  indexing  and  ab- 
stracting journals.  A search  is  especially  suitable  for 


Medline  if  the  proper  terms  are  in  the  Medlars  vo- 
cabulary but  fall  in  the  “non-print”  category.  Non- 
print terms  are  those  used  by  the  indexers  for  the 
data  base  at  the  NLM  that  are  not  printed  in  Index 
Medicas,  such  as  age  divisions  or  geographic  desig- 
nations. Other  reasons  for  a Medline  search  are  that 
you  want  the  most  current  literature  and  that  your 
subject  has  at  least  two  facets,  because  the  computer 
can  combine  two  or  more  of  these  faster  than  a 
human  being. 

If  you  do  not  have  a Medline  terminal  nearby 
or  your  search  is  not  suitable  for  Medline  you  can 
still  perform  a search  quickly  in  your  nearest  medi- 
cal library,  or  in  your  own  office,  by  looking  in 
the  Abridged  Index  Medicas.  This  indexing  journal 
covers  only  100  of  the  2200  journals  covered  by  the 
“big”  Index  Medicas. 

The  Abridged  Index  Medicas,  or  AIM,  indexes 
the  most  frequently  used  English-language  journals, 
by  both  subject  and  author.  Most  of  these  are  pub- 
lished in  the  United  States,  but  some  are  included 
from  England,  Scandinavia,  and  Canada.  Since  AIM 
costs  only  $21.50  a year  it  could  considerably  ex- 
pand your  regular  coverage  of  the  literature,  at  small 
cost. 

Review  of  the  Literature 

If  your  potential  paper  is  to  be  a review  of  the 
literature  with  several  cases  added  from  your  own 
experience,  you  will  have  to  perform  that  potentially 
overwhelming  task  known  as  “a  review  of  the  liter- 
ature.” This  chore  does  not  have  to  be  too  time- 
consuming  or  even  especially  frustrating,  if  you  ap- 
proach it  from  the  right  direction. 

Your  major  source  for  this  review  of  the  literature 
is  the  Index  Medicas,  another  product  of  the  Med- 
lars program,  which  covers  in  each  monthly  issue 
about  18  000  articles  selected  from  the  world  litera- 
ture. The  “big”  Index  Medicas,  in  contrast  to  the 
Abridged  Index  Medicas,  is  a Cadillac  opposed  to 
a bicycle,  but  each  is  the  ideal  vehicle  in  the  appro- 
priate situation.  Before  you  start  driving  the  Cadillac, 
however,  you  will  want  to  read  the  driver's  manual 
so  that  you  can  get  the  most  out  of  it. 

The  driver’s  manual  for  Index  Medicas  is  an  an- 
nual publication  called  Medical  Subject  Headings, 
not  a very  gripping  piece  of  literature  but  an  emi- 
nently practical  one.  Just  as  a driver  has  to  know 
which  lever  or  handle  does  what,  so  the  searcher  of 
the  literature  has  to  know  which  heading  covers  what 
subject.  This  is  where  Medical  Subject  Headings, 
MeSH,  comes  into  the  picture. 

MeSH  appears  each  year  as  a companion  to  the 
January  issue  of  the  Index  Medicas.  Take  the  sub- 
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SHOCK  (C17) 

SHOCK,  ANAPHYLACTIC  see  under 
ANAPHYLAXIS  (C14) 

SHOCK,  CARDIOGENIC  (C8,  C17) 
SHOCK,  ENDOTOXIC  (C17) 

XR  ENDOTOXINS  (D12) 

SHOCK,  HEMORRHAGIC  (C17) 
SHOCK,  SURGICAL  (C17) 

SHOCK  THERAPY  (F3) 

SHOCK  THERAPY,  ELECTRIC  (F3) 

Figure  1.  Section  of  alphabetical  list  of  medical  subject  headings 
in  MeSH.  Note  the  normal  and  inverted  phrases,  the  cross- 
reference,  and  the  categorized-lists  symbols. 


ject  heading  you  are  thinking  of  using  in  your  search 
and  check  it  against  the  alphabetical  list  of  medical 
subject  headings.  Suppose  you  are  looking  for  “cardi- 
ogenic shock.”  When  you  locate  the  proper  place  in 
the  alphabetical  list  you  don't  find  this  term — you 
don't  even  see  a cross  reference.  A standard  method 
for  handling  this  problem  is  to  invert  the  terms  so  that 
the  noun  comes  first  (Figure  1 ). 

To  get  back  to  your  driver's  manual,  you  have 
now  located  the  panel  that  covers  the  air  and  tem- 
perature controls,  and  you  have  several  possibilities 
that  are  indicated  by  cryptic  abbreviations.  These 
abbreviations,  referring  to  defrosting  or  air  condi- 
tioning with  inside  or  outside  air,  have  their  counter- 
part in  MeSH  in  the  letter  and  number  that  refer  to 
the  Categorized  Lists  of  medical  subject  headings. 
Take  the  C8  (Figure  1 ) that  appears  after  “Shock, 
cardiogenic”  and  turn  back  to  the  categorized-lists 


Figure  2.  Top  portion  of  section, 
“Cardiovascular  Diseases,"  of  the 
categorized  lists  in  MeSH;  related 
headings  are  grouped  under  a broad 
term. 


ADAMS- STOKES  SY  NOROMK 
ANH  RYSM 

Aneurysm,  Mycotic  (Cl) 
Aortic  Aneurysm 
Cerebral  Aneurysm  (CIO) 
Heart  Aneurysm 
ASM  K Y SM,  MYCOTIC  (Cl) 
ANGINA  PKCTORIS 
ANGION  KUROTIG  FI) KM  \ 


pages  in  the  second  half  of  MeSH.  Here  you  will  find 
three  pages  headed  “Cardiovascular  Diseases”  (Fig- 
ure 2).  On  these  pages  are  all  the  terms  that  the 
indexers  have  used  in  this  major  subject  category. 
Scan  these  columns,  and  you  may  well  find  some 
related  subject  headings  that  will  help  in  your  search 
—and  that  you  might  not  have  thought  of  without 
consulting  the  categorized  lists.  The  Cl 7 (Figure  1) 
refers  to  the  categorized  list  on  Symptoms  and  Gen- 
eral Pathology,  which  will  give  you  an  approach  from 
a different  angle. 

Now,  armed  with  a valid  subject  heading,  you  are 
ready  to  look  at  the  current  issue  of  Index  Medicus. 
Remember  that  reviews  of  the  literature  are  always 
done  in  reverse  order:  you  start  with  the  most  recent 
issue  and  go  backwards.  The  February  1973  Index 
Medicus  looks  like  this  under  our  subject  heading 
(Figure  3).  Note  the  subheadings,  which  can  be 
quite  helpful. 

You  may  want  to  make  a note  of  one  or  more 
of  these  references,  and,  if  so,  I recommend  using  a 
reference  slip  (Figure  4).  The  slip  shown  in  Figure 
4 is  one  we  have  used  for  several  years  and  have 
found  helpful.  The  headings  jog  your  mind  into  re- 
cording all  the  vital  elements  of  the  citation,  and, 
when  you  get  around  to  reading  the  article,  there  is 
space  on  the  bottom  and  back  for  your  notes. 

There  are  several  reasons  for  the  heading,  “Refer- 
ence Obtained  From”  where,  for  example,  you  would 
write  “IM  2-73”  if  you  had  struck  pay  dirt  in  the 
February  1973  issue  of  Index  Medicus.  First,  if  your 
search  is  going  to  require  several  trips  to  the  library, 
the  use  of  this  heading  will  keep  you  from  duplicating 
your  earlier  work.  Second,  if  you  have  transposed  a 
volume  or  page  number  when  you  copied  it  down 
(and  this  is  dishearteningly  easy  to  do),  knowing 
where  you  obtained  your  reference  will  make  it  pos- 
sible to  correct  the  error.  Third,  if  your  library  does 
not  have  the  article,  you  may  want  to  have  it  bor- 
rowed on  interlibrary  loan,  and,  if  so,  you  will  have 
to  give  the  source  of  your  reference.  Finally,  you 

C DISF.ASKS 

C8  Cardioi  aseular  Diseases 

Cl  RKBROA  ASOULAR  DISORD!  RS  (CIO) 

II!  ART  DISK  ASKS 
V ASCI  I. AR  IMS!  ASKS 


ARTERITIS  (Coni iniii-d ) 
Periarteritis  Nodosa  (Cl  7) 
Temporal  Arteritis  (C 1 7) 
Wegener’s  Granulomatosis 

(C5,  06,  Cl  7) 

ATAXIA  TELANGIECTASIA 
(CIO) 

AURICULAR  FIBRILLATION 
AURICULAR  KLUTTKR 


CKRKBROA  ASCII.  \R  IMS 
OR DKRS  ((.10)  ( ( '.on  tinned) 
Cerebral  Kntbolism  and 
Thrombosis  (CIO) 

Cerebral  Hemorrhage  (CIO,  Cl  7 ) 
Cerebral  Iseliemia,  Tran 
sient  (Cl 0) 

Sub<  lavian  Steal  Syndrome  (CIO) 
CORON  ARY  IMS!  \SK 
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SHOCK,  CARDIOGENIC  (C8,  C17) 

DRUG  THERAPY 

Glucagon  in  cardiogenic  shock.  Kones  RJ,  et  al. 

Anglology  23:525-35,  Oct  72 
Cardiogenic  shock  following  acute  myocardial 
infarction  and  the  role  of  ethyl  adrianol  in  its 
treatment  Lim  CH,  et  al. 

Singapore  Med  J 13:172-7,  Aug  72 

PHYSIOPATHOLOGY 

Quantifying  the  need  for  cardiac  support  in  human 
shock  by  a functional  model  of  cardiopulmonary 
vascular  dynamics:  with  special  reference  to 

myocardial  Infarction.  Siegel  JH,  et  al 
J Surg  Res  13: 166-81.  Oct  72 

SURGERY 

[ Coronary  surgery  in  cardiogenic  shock  ] Deutsch  M.  et 
al  Wien  Z Inn  Med  53:360-7,  1972  (Eng  Abstr  ) (Ger) 

THERAPY 

Prolonged  use  of  Intra  aortic  phase  shift  balloon 
pumping  In  cardiogenic  shock.  Wolff  GA,  et  al 
Chest  62:646-9,  Nov  72 

[Central  venous  pressure.  A modern  parameter  of 
shock]  Blssi  A,  et  al 

Recent  Prog  Med  (Roma)  45:480-504,  Nov  68  (Ita) 

Figure  3.  Portion  of  “Shock,  Cardiogenic’’  section,  in  subject 
part  of  Index  Medicus  for  February  1973. 

may  know  someone  (we  never  have  this  problem) 
who  cannot  read  his  own  writing  after  2 weeks,  and 
having  the  source  may  make  the  reference  legible 
again.  These  slips  are  great  time  savers  and  can  be 
easily  organized,  which  is  especially  helpful  if  you 
are  engaged  in  a long  search. 

After  you  have  examined  the  current  issue  of  In- 
dex Medicus,  you  will  go  back  through  the  other 
issues  to  and  including  the  one  for  January  of  this 
year.  Your  next  step  will  be  to  consult  the  Cumu- 
lated Index  Medicus  for  the  previous  year.  These 
annual  cumulations  make  the  searcher’s  life  much 
easier. 

Let’s  take  our  sample  subject  to  the  most  recent 
Cumulated  Index  Medicus  (Figure  5).  Since  the 
cumulation  contains  roughly  12  times  as  much  mate- 
rial as  a monthly  issue,  the  arrangement  of  the  entries 
becomes  more  evident.  The  indexers  have  a standard 
group  of  subheadings,  and  these  will  help  focus  your 


Figure  4.  A reference  slip  can  be  a useful  aid  in  searching  the 
literature. 


search.  For  example,  if  you  are  interested  only  in 
the  relations  between  blood  and  cardiogenic  shock, 
by  using  this  subheading  you  will  eliminate  a lot  of 
extraneous  material. 

Since  Index  Medicus  covers  both  English  and 
foreign-language  journals  you  may  want  to  restrict 
your  search  by  language.  The  English  articles  are 
always  listed  first,  under  both  the  main  headings  and 
the  subheadings.  In  addition,  these  references  are 
arranged  alphabetically  by  journal  title  (Figure  3). 
Therefore,  if  you  wish  to  confine  your  search  to  a 
specific  group  of  journals  you  can  accomplish  this 
by  selecting  the  pertinent  parts  in  the  arrangement. 
Foreign-language  articles  are  set  off  by  brackets  and 
are  arranged  alphabetically  by  language  (Figure  5). 
Within  each  language  group  the  references  are  listed 
alphabetically  by  journal  title. 

Medicine  is  not  a static  subject;  its  terminology  is 
continually  changing.  You  can  keep  up  with  these 
changes  by  consulting  the  lists  of  new  and  super- 
seded terms  in  each  issue  of  MeSH.  Correct  contem- 
porary terminology  becomes  of  considerable  impor- 
tance when  you  embark  on  a long  search.  Medical 
texts  and  dictionaries  written  at  the  time  of  your 
search  will  help  you  determine  the  contemporary 
terms  you  should  be  using  at  each  stage. 

When  you  use  this  MeSH,  Index  Medicus,  and 
Cumulated  Index  Medicus  approach  you  will  be  able 
to  cover  much  of  the  important  literature  of  the 
medical  world  back  to  1960.  The  word  “much”  is 
used  advisedly,  because  the  Index  Medicus  indexes 
2200  journals  carefully  selected  from  a worldwide 
current  output  in  biomedicine  of  19  000  journals.  To 
go  back  before  1960  (a  few  major  discoveries  in 
medicine  did  take  place  before  then)  you  will  want 
to  use  the  Current  List  of  Medical  Literature,  Quar- 
terly Cumulative  Index  Medicus,  and  the  Index- 
Catalogue  of  the  Surgeon  General’s  Office,  U.S. 
Army. 

The  Current  List  of  Medical  Literature  is  good 
for  1952  to  1959;  the  Quarterly  Cumulative  Index 
Medicus  covers  1927  to  1956;  and  the  Index-Cata- 
logue is  a gold  mine  for  material  published  before 
World  War  II.  The  great  pathologist  William  Henry 
Welch  once  called  the  Index-Catalogue  and  the  li- 
brary it  catalogued  this  country's  greatest  contribu- 
tion to  medicine.  Pathologists  are  generally  to  be 
believed,  and  this  statement  is  no  exception  to  that 
rule.  If  your  search  takes  you  back  before  1945,  be 
sure  to  ask  your  librarian  for  a short  course  on  using 
the  Index-Catalogue. 

Your  review  of  the  literature  can  be  broadened 
by  using  general  abstracting  journals  (for  example, 
Excerpta  Medica),  specialized  abstracting  journals 


Subject  Bibliog.  for  Dr. 

Author 

Title 

Journal  Vol.  Inch  Paging  Date 

Reference  Obtained  From: 
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(such  as  Ophthalmic  Literature) , and  other  biblio- 
graphic aids  your  resident  medical  librarian  may 
suggest. 

Abstracting  journals  have  three  main  uses.  They 
can  keep  you  currently  aware  of  what  is  going  on 
in  your  field;  they  can  be  helpful  in  making  searches; 
and  they  can  solve  some  of  the  language  problems. 
Excerpta  Medica,  the  major  English-language  ab- 
stracting journal  in  medicine,  is  currently  published 
in  41  separate  monthly  sections.  These  deal  with  the 
basic  and  clinical  sciences,  single  diseases  or  related 
groups,  and  other  logical  combinations  (for  example, 
“Health  Economics  and  Hospital  Management”). 

The  inside  front  cover  of  each  issue  of  Excerpta 
Medica  contains  the  table  of  contents  for  that  sub- 
ject. If  your  current  interest  is  “digestive  diseases,” 
you  would  locate  the  “Internal  Medicine”  monthly 
section,  find  “digestive  diseases”  after  number  3.3 
on  the  table-of-contents  page,  and  then  turn  to  the 
appropriate  page  in  the  text  of  that  issue  and  scan 
the  abstracts.  Each  succeeding  month  all  you  have 
to  do  is  pick  up  the  Internal  Medicine  issue,  turn  to 
section  3.3  and  you  will  be  able  to  keep  up  with 
material  of  interest  to  you,  selected  from  3500  jour- 
nals. 

The  second  use  of  an  abstracting  journal  may  be 
demonstrated  by  any  common  subject  chosen  at  ran- 
dom, for  example,  the  combination  of  trichobezoar 
and  pellagra  in  the  same  person.  Turn  to  the  word 
index  in  the  appropriate  section  of  Excerpta  Medica 
and  look  for  the  less  (or  least)  common  word  de- 
scribing your  subject.  Under  “trichobezoar”  you  will 
find  in  a recent  issue  a numbered  reference  to  an 
article  describing  this  combination.  Turning  back  to 
that  abstract  in  the  main  body  of  the  issue  you  will 
locate  an  informative  English  summary  of  the  article. 
Because  the  article  itself  is  in  French,  one  can  ap- 
preciate tlm  abstracting  journal's  effectiveness  in  help- 
ing to  overcome  the  language  barrier. 

The  review  article  offers  you  a possible  short  cut  in 
your  search.  If  you  can  find  a good  review  article 
on  your  subject  you  might  not  have  to  continue 
searching.  A short  section,  “Bibliography  of  Medical 
Reviews,”  appears  near  the  beginning  of  each  issue 
of  Index  Medicus.  In  this  section  review  articles  are 
indexed  by  subject  and  author,  and  each  entry  also 
gives  the  number  of  references  cited  by  the  author 
of  the  review.  The  Bibliography  of  Medical  Reviews, 
or  to  give  it  a unique  acronym,  BMR,  also  appears 
as  a separate  publication.  The  BMR  is  cumulated 
each  year  and  appears  in  the  first  volume  of  the 
Cumulated  Index  Medicus. 

The  first  volume  of  each  set  of  the  Cumulated 
Index  Medicus  also  contains  the  MeSH  for  that  year, 


and  a list  of  the  journals  covered  by  Index  Medicus. 
You  can  obtain  from  the  NLM  a separate  publica- 
tion of  the  List  of  Journals  Indexed  which  will  break 
these  2200  journals  down  into  two  further  lists  ar- 
ranged by  subject  and  by  country  of  publication. 

Never  use  an  indexing  or  abstracting  journal  to 
verify  a reference  for  your  paper.  To  do  so  is  almost 
the  same  thing  as  stepping  out  of  a 727  at  5000  feet 
above  Chicago:  occasionally  you  will  land  on  a com- 
fortable and  supportive  cloud  of  smog,  more  often 
you  will  fall  into  an  unforeseeable  mess.  Indexing 
and  abstracting  journals  sometimes  shorten  article 
titles,  often  omit  necessary  pieces  of  information,  and 
occasionally  make  mistakes.  Always  verify  your  ref- 
erence, but  always  go  back  to  the  original  source. 

Modification  of  Earlier  Work 

If  your  potential  paper  falls  into  the  third  cate- 
gory, reporting  a modification  of  a surgical  operation, 
a diagnostic  test,  or  some  other  procedure,  you  will 
find  the  Science  Citation  Index  helpful.  Although  the 
Index  Medicus  is  now  produced  with  the  aid  of  a 
computer,  in  the  past  it  was  produced  manually.  The 
Science  Citation  Index,  however,  is  so  large  (now 
4 000  000  citations  a year)  that  it  could  only  be 
produced  by  a computer.  The  Science  Citation  Index, 
which  comes  out  in  three  quarterly  paperback  issues 
each  year  and  in  a hard-bound  annual  cumulation, 

SHOCK,  CARDIOGENIC  (C8,  C17) 

Cardiogenic  shock.  A review  of  one  year’s  experience 
Wan  SH,  et  al  Med  J Aust  1 1000  4.  8 May  71 
(Shock  in  myocardial  infarct]  Hayat  JC,  et  al. 

Praxis  59:727-9,  19  May  70  (Fre) 

[Risk  factors  of  heart  infarction  and  “cardiovascular 
fallure”J  Kellner  W. 

Med  Klin  65:857  9,  24  Apr  70  (Ger) 

(New  aspects  on  cardiogenic  shock]  Schlesinger  Z,  et 
al.  Harefuah  78:237-41,  1 Mar  70  (52  ref.)  (Heb) 
[Mechanical  and  electric  failure  in  myocardial  Infarct. 
Their  physlopathology  and  treatment]  Chivez-Rlvera 
1.  Gac  Med  Mex  101:369-419,  Apr  71  (Spa) 

BLOOD 

[ Effect  of  fibrinolysis  in  cardiogenic  shock]  Breddin  K. 

Med  Welt  22:1206,  24  Jul  71  (Ger) 

[Diagnosis  of  hypovolemias]  Montoll  E,  et  al. 
Acta  Anaestheslol  (Padova)  21:493-509,  Jul-Aug  70 

(Ita) 

[Functional  state  of  the  thrombocytes  and  blood 
coagulation  in  patients  with  myocardial  infarct 
complicated  by  shock]  Llusov  VA,  et  al. 
Kardlologlia  10:50-9,  Jul  70  (Rus) 

CHEMICALLY  INDUCED 

Intra  aortic  balloon  augmentation  durng  drug-induced 
myocardial  depression.  Grossman  JI,  et  al. 
Surgery  70:304 -10,  Aug  71 

Figure  5.  Portion  of  “Shock,  Cardiogenic"  section  in  subject  part 
of  Cumulated  Index  Medicus  for  1971,  showing  bracketed 
foreign-language  articles. 
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covers  about  2300  journals,  and  many  of  these  are  of 
medical  interest.  The  references  cited  in  each  article 
are  given  (Figure  6 ) . 

Your  search  of  the  literature  in  this  category  is 
based  on  the  fact  that  if  an  author  has  modified  a 
medical  or  surgical  procedure  he  will  have  cited  the 
paper  that  reported  the  original  procedure.  All  you 
have  to  do,  then,  is  to  take  this  original  reference  to 
the  Science  Citation  Index  and,  starting  with  the 
current  issue,  go  back  to  1961  or  until  you  have 
found  enough  papers  that  have  cited  the  original  re- 
port. A scanning  of  these  papers  will  show  you  if 
your  work  is  as  new  as  you  thought  or  if  it  is  really 
a useful  addition  to  the  published  knowledge  of  the 
field.  The  possible  uses  of  the  SCI  will  grow,  as  your 
familiarity  with  it  increases. 


Fields  Related  to  Medicine 

Medicine  is  no  longer  a neatly  circumscribed  sub- 
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Figure  6.  Upper  part  of  a column  in  Science  Citation  Index, 
showing  column  headings.  The  article  written  by  W.  W.  Stocker 
appeared  in  1968  in  volume  44  of  the  American  Journal  of 
Medicine  and  began  on  page  900;  it  was  cited  by  S.  Refetoff  in 
his  article  in  Metabolism,  volume  21,  beginning  on  page  723, 
in  1972. 


ject,  and  the  searcher  of  the  literature  will  today  find 
himself  often  going  into  related  fields.  Fortunately, 
there  are  practical  guides  in  many  of  these  fields. 
Biological  Abstracts  and  its  companion,  BioResearch 
Index,  are  helpful  for  those  interested  in  experimental 
medicine  and  various  aspects  of  research.  Each  of 
these  publications  has  a computer-produced  index 
known  by  the  term  “KWIC,”  which  is  an  acronym 
for  Keyword-in-Context.  To  turn  out  this  type  of 
index  the  computer  alphabetizes  a title  under  each  of 
its  ‘'key”  or  important  words  (Figure  7 ).  The  major 
advantage  of  a KWIC  index  is  the  speed  of  its  pro- 
duction. Because  there  is  no  intellectual  work  in- 
volved, a KWIC  index  can  be  produced  overnight. 
The  major  disadvantage  is  that  the  article  is  indexed 
only  from  the  words  in  the  title,  not  from  the  words 
or  subjects  that  appear  in  the  text. 

When  an  article  is  to  be  indexed  for  Index  Medicus 
it  is  given  to  an  indexer  who  has  language  and  sub- 
ject background.  The  indexer  reads  through  the 
whole  article  and  then  assigns  as  many  subject  head- 
ings as  are  needed.  This  process  takes  much  longer 
than  the  computerized  grinding  out  of  a KWIC  index, 
but  the  results  are  infinitely  superior  in  terms  of  the 
subject  approach  for  the  searcher. 

Chemical  Abstracts,  the  “old  original”  in  the  ab- 
stracting of  scientific  literature,  will  be  useful  to  many 
searchers.  Chemical  Abstracts  has  produced  a time- 
saving series  of  10-  and  5-year  cumulated  indexes. 
These  cumulations  can  save  you  a lot  of  time,  whether 
your  search  is  for  an  author,  subject,  or  patent. 
Several  other  abstracting  and  indexing  journals,  as 
well  as  some  original-article  journals,  have  produced 
cumulated  indexes.  It  is  a practical  idea  to  scan  the 
spines  of  all  the  volumes  of  a journal  on  the  shelf 
before  starting  your  search. 

More  Current  Than  Current 

Although  the  searches  so  far  have  been  labeled 
“current,”  they  have  involved  printed  indexes  to 
printed  journals.  The  time  required  to  produce  a 
journal,  to  index  that  journal,  and  to  produce  the 
index  adds  up  quickly.  There  are,  however,  two 
steps  you  can  take  to  bring  your  search  closer  to  the 
present. 

First,  you  can  examine  the  references  you  have 
noted  to  see  if  a few  journals  contain  most  of  the 
articles  pertinent  to  your  search.  If  this  is  the  case, 
go  to  the  shelves  and  examine  the  issues  of  these 
journals  that  have  appeared  since  the  last  one  was 
indexed.  You  will  thus  be  dealing  with  publications 
that  have  a high  likelihood  of  printing  pertinent  mate- 
rial, and  this  step  may  net  you  a few  more  good 
articles. 
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Figure  7.  These  eight  arrangements 
of  the  title  of  a paper  given  by  J.  D. 
Fenters  and  colleagues,  at  the  1972 
Annual  Meeting  of  the  American 
Society  for  Microbiology,  were  listed 
in  the  April  1973  issue  of  BioRe- 
search  Index.  They  illustrate  the 
formation  of  a KWIC  index;  the 
keywords  appear  to  the  right  of  the 
vertical  line.  The  full  title  is  “Anti- 
body Response  in  Squirrel  Monkeys 


OGEN  DI  OXIDE  ABSTRACT/ 
VEN  INFLUENZA  VIRUS  AND 
LLY  EXPOSED  TO  NITROGEN 
SQUIRREL  MONKEYS  GIVEN 
DY  RESPONSE  IN  SQUIRREL 
CONTINUALLY  EXPOSED  TO 
T/  ANTIBODY  RESPONSE  IN 
MONKEYS  GIVEN  INFLUENZA 


ANTIBODY  RESPONSE  IN  SQUIRREL  MONKEY 
CONTINUALLY  EXPOSED  TO  NITROGEN  DI  0 
DI  OXIDE  ABSTRACT/  ANTIBODY  RESPONSE 
INFLUENZA  VIRUS  AND  CONTINUALLY  EXPO 
MONKEYS  GIVEN  INFLUENZA  VIRUS  AND  CO 
NITROGEN  DI  OXIDE  ABSTRACT/  ANTIBODY 
SQUIRREL  MONKEYS  GIVEN  INFLUENZA  VIR 
VIRUS  AND  CONTINUALLY  EXPOSED  TO  NIT 


Given  Influenza  Virus  and  Continually  Exposed  to  Nitrogen  Di  Oxide”;  “abstract”  indicates  the  form  of  publication. 


30148 

30148 

30148 

30148 

30148 

30148 

30148 

30148 


Second,  you  can  consult  a helpful  pocket-size  jour- 
nal called  Current  Contents:  Life  Sciences.  This  pub- 
lication comes  out  weekly  and  reproduces  the  tables 
of  contents  of  1000  journals,  many  of  which  are 
pertinent  to  medicine.  These  tables  of  contents  are 
reproduced  from  the  printed  journal  or  from  an  early 
stage  in  the  production  process.  When  this  stage  is 
early  enough  and  when  the  copy  is  sent  to  Current 
Contents  quickly  enough,  the  table-of-contents  page 
can  appear  in  Current  Contents  before  the  issue  it- 
self of  the  journal  becomes  available,  and  you  can’t 
get  much  more  current  than  that. 

Foreign  Languages 

Foreign  languages  can  present  problems.  It  is 
possible  but  not  very  sensible  to  dismiss  all  material 
in  non-English  languages  as  being  of  no  value.  Much 
worthwhile  medical  work  is  being  done,  not  only  in 
France  and  Germany  but  also  in  Russia  and  Japan. 
Although  you  may  not  read  easily  any  or  all  of  these 
languages,  you  can  still,  by  a combination  of  skill 
and  luck,  often  obtain  useful  information  from  arti- 
cles in  them. 

If  the  foreign  reference  is  in  a journal  received 
by  your  library,  go  to  the  issue  of  that  journal  and 
see  if  it  has  English  summaries  or  abstracts.  More 
and  more  non-English  medical  journals  are  now  in- 
cluding such  abstracts,  since  they  make  the  informa- 
tion in  these  journals  available  to  much  larger  groups 
of  readers.  You  may  have  to  look  around  in  the 
issue  before  you  find  the  English  abstracts,  because 
they  may  appear  at  the  beginning  or  end  of  the  arti- 
cles or  may  be  grouped  near  the  front  or  back  of 
the  issue.  The  Index  Medicus  is  now  reporting 
whether  a foreign-language  article  has  an  English 
abstract  (Figure  3) . 

If  this  method  does  not  solve  your  language  prob- 
lem, you  could  try  the  appropriate  abstracting  jour- 
nal. Searching  the  issue  or  volume  indexes  by  au- 
thor's name  (when  known)  may  be  somewhat  faster 
than  searching  by  subject.  The  production  of  an 
abstract  takes  longer  than  the  production  of  an  index 
entry,  so  when  you  are  looking  for  a specific  item  in 
an  abstracting  journal  you  must  allow  for  a time  lag 
of  from  9 to  18  months. 


The  third  step,  the  preparation  of  a complete 
translation  of  the  article,  is  time-consuming  and 
costly.  A good  translator  must  have  a thorough 
knowledge  of  both  languages  involved  and  of  the 
subject,  if  his  product  is  to  be  of  value,  and  these 
qualifications  legitimately  determine  the  price. 

Books 

This  discussion  is  largely  concerned  with  journal 
articles  because  they  furnish  the  most  recent  infor- 
mation; however,  books  are  also  important.  Besides 
the  card  catalogue  in  your  school  or  hospital  library, 
several  printed  publications  can  help  you  obtain  in- 
formation about  books.  The  NLM  Current  Catalog 
is  a monthly  journal  that  lists,  by  author,  books  re- 
cently catalogued  by  the  National  Library  of  Medi- 
cine and  several  other  libraries.  Quarterly  and  annual 
cumulations  also  list  these  books  by  subject.  An 
annual  catalogue,  Bowker’s  Medical  Books  in  Print, 
lists  books  available  in  the  United  States  by  subject, 
author,  and  title.  Because  this  catalogue  sometimes 
gives  prices,  as  well  as  the  usual  bibliographic  in- 
formation it  is  also  useful  as  a buying  guide. 

Tapes  and  Other  Computerized  Systems 

The  transfer  of  biomedical  information  has  ac- 
celerated and  expanded  since  the  relatively  quiet  days 
when  a few  journals  were  sufficient  for  a search  or 
for  “keeping  up.”  We  are  not  yet  at  the  point  where 
a searcher  for  information  can  sit  down  at  home, 
punch  a few  buttons,  and  a few  seconds  later  have 
hard  copies  of  the  needed  information  appear  on  his 
desk,  but  there  are  several  interesting  programs  in 
operation,  and  many  more  are  in  the  planning  stages. 

The  Medline  system  has  planned  various  informa- 
tional and  educational  programs.  One  of  these,  called 
SDIline,  is  already  in  operation.  The  abbreviation, 
SDI,  stands  for  Selective  Dissemination  of  hi  forma- 
tion, but,  since  these  programs  are  usually  tailored 
to  an  individual’s  needs,  it  could  just  as  well  stand 
for  Searching  Done  for  Individuals.  SDIline  will  pro- 
vide a monthly  printout  of  references  related  to  the 
individual’s  interests. 

The  American  Chemical  Society  has  available  the 
CA  Condensates,  which  is  a magnetic  tape  version  of 
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Chemical  Abstracts.  The  ACS  has  another  tape  ser- 
vice more  closely  related  to  medicine,  CBAC  (Chem- 
ical-Biological Activities) . CBAC  was  available  in 
printed  form  until  the  end  of  1971  but  is  now  pro- 
duced only  in  tape  form.  Both  of  these  tapes  are 
accessible  in  some  libraries,  and  commercial  searches 
may  be  obtained  from  organizations  licensed  by 
Chemical  Abstracts  Services. 

Biological  Abstracts  has  several  tape  services. 
Libraries  may  subscribe  to  the  tapes  and  do  their 
own  searches,  or  the  BioSciences  Information  Ser- 
vice (the  producer  of  Biological  Abstracts ) will  make 
searches. 

The  Institute  for  Scientific  Information  has  sev- 
eral programs  of  interest  to  the  searcher  for  bio- 
medical information.  These  fall  primarily  into  the 
category  of  selective  dissemination  of  information. 
The  searcher  works  out  a profile  of  his  interests  in 
conjunction  with  a staff  member  at  the  Institute,  and 
then  this  profile  is  periodically  run  against  the  ap- 
propriate data  base.  Of  course,  SDI  searches  can  also 
be  based  on  CA  and  BA  tapes.  The  printouts  from 
an  SDI  program  can  usually  be  sent  to  the  searcher 
in  paper  or  card  form.  The  Institute  for  Scientific 
Information  calls  their  program  Automatic  Subject 


Citation  Alert  ( ASCA ) and  delivers  its  printouts 
weekly.  Tapes  of  the  Science  Citation  Index  are 
available  by  subscription  for  institutions  that  have 
both  the  hardware  and  the  money. 

The  Excerpta  Medica  company  has  developed  an 
SDI  program  that  is  handled  in  this  country  by 
Information  Interscience,  Inc.,  in  Philadelphia,  Penn- 
sylvania. 

Another  type  of  search  program  is  offered  by  the 
Science  Information  Exchange,  located  at  the  Smith- 
sonian Institution.  This  group  collects  information  on 
research  projects  currently  in  operation,  and  they 
will  search  their  data  base  on  a one-time  or  periodic 
schedule. 

By  a simple  and  effective  search  of  the  literature 
you  can  obtain  much  useful  information.  This  in- 
formation can  be  helpful  in  the  writing  of  your  paper 
and,  occasionally,  in  preventing  you  from  writing  an 
unnecessary  paper.  No  matter  which  decision  follows 
your  search,  you  and  your  potential  readers  will  have 
profited  from  it. 

ACKNOWLEDGMENTS:  Received  18  May  1973;  revision  ac- 
cepted 16  August  1973. 

► Requests  for  reprints  should  be  addressed  to  William  K.  Beatty, 
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Ave.,  Chicago,  1L  60611. 
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Pleural  effusion 


Wherever  it  hurts, 
Empirin  Compound  with 
Codeine  usually  provides 
the  relief  needed. 


In  general,  only  pain  so  severe 
that  it  requires  morphine  is 
beyond  the  scope  of 
Empirin  Compound  with  Codeine. 


€ prescribing  convenience: 

up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  1). ♦Warning- 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.2V2, 
caffeine  gr.  V2. 


Wellcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


WHEREVER  IT 


HURTS 


EMPIRIN 


COMPOUND 

c CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


ARIZONA  SOCIETY  OF 
CARDIOPULMONARY  TECHNOLOGISTS 
SECOND  ANNUAL  SEMINAR 


Future 
Medical  Meetings 


May  31  & June  1 , 1 974 
Sunburst  Hotel,  Scottsdale,  AZ 

SPONSOR:  Arizona  Society  of 
Cardiopulmonary 

CONTACT: 

Margaret  Aros,  PuT 
2334  E.  Yale 
Phoenix,  AZ 

Approved  for  10  Elective  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


THE  DRUG  ABUSING  PATIENT 

May  1 7,  1 974 

Arizona  State  Hospital,  Phoenix,  AZ 

SPONSOR:  Arizona  State  Hospital 

CONTACT: 

Eli  Schlossberg,  R.Ph. 

Arizona  State  Hospital 
2500  E.  Van  Buren 
Phoenix,  AZ  85008 

Approved  for  3 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


A WORKSHOP  ON  NEW  VIEWS 
ARIZONA  DIETETIC  ASSOCIATION,  INC. 

June  3-9,  1 974 
Pima  Room,  Memorial  Union 
Arizona  State  University,  Tempe,  AZ 

SPONSOR:  Arizona  Dietetic  Association  & Department  of 
Home  Economics,  ASU 

CONTACT: 

Betty  Hendricks,  R.D. 

University  Extension 
Arizona  State  University 
Tempe,  AZ  85281 


DIAGNOSIS  AND  TREATMENT  OF  COMMON 
NEUROMUSCULAR  PAIN  SYNDROMES 

May  17  & 18,  1974 
Phillips  Auditorium 
St.  Luke's  Hospital 
Medical  Center,  Phoenix,  AZ 

SPONSOR:  St.  Luke's  Hospital  Medical  Center 

CONTACT: 

Sam  C.  Colachis,  Jr.,  M.D. 

525  N.  18th  Street 
Phoenix,  AZ 

Approved  for  13  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


ARIZONA  DIABETES  ASSOCIATION 
SECOND  ANNUAL  SUMMER  CAMP 
FOR  DIABETIC  CHILDREN 

June  9-23,  1974 

SPONSOR:  Arizona  Diabetes  Association 

CONTACT: 

Arizona  Diabetes  Association 
550  W.  Thomas  Road,  Suite  228  C 
Phoenix,  AZ  85013 
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PROBLEM  CASE  WORKSHOPS 

3rd  Monday  of  each  month  7:30  a.m. 

Room  4410,  Arizona  Medical  Center,  Tucson,  AZ 

SPONSOR:  D ivision  of  Ophthalmology,  U of  A 
College  of  Medicine 

CONTACT: 

H.  E.  Cross,  M.D.,  Ph.D. 

Arizona  Medical  Center 
Dept,  of  Surgery 
Tucson,  AZ 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


REVIEW  COURSE  IN  INTERNAL  MEDICINE 

27  Sessions,  Every  Wednesday 
Nov.  21,  1973-May  22,  1974 

SPONSOR:  Good  Samaritan  Hospital  and 
Maricopa  County  General  Hospital 

CONTACT: 

David  J.  Crosby,  M.D. 

Good  Samaritan  Hospital 

Jerome  H.  Targovnik 

Maricopa  County  General  Hospital 

Approved  for  1 ’/2  hours  per  session  toward  the  ArMA  Cer- 
tificate in  Continuing  Medical  Education. 


EVENING  SEMINAR  SERIES  FOR  THE 
PRIMARY  CARE  PHYSICIAN 

Last  Monday  of  Months  Sept.-AAay 
Room  3117  College  of  Medicine 
U of  A,  Tucson,  AZ 

SPONSOR:  Dept,  of  Family  & Community  Medicine, 

U of  A College  of  Medicine 

CONTACT: 

Anthony  F.  Vuturo,  M.D. 

Dept,  of  Family  & Community  Medicine 
U of  A College  of  Medicine 
Tucson,  AZ  85724 

Approved  for  2 required  hours  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


CARDIOLOGY  CONFERENCE 

Weekly  — Friday  8-9  a.m. 

St.  Mary's  Hospital  Auditorium 
Tucson,  AZ 

SPONSOR:  St.  Mary's  Hospital 

CONTACT: 

A.  L.  Forte,  M.D. 

St.  Mary's  Hospital 
Tucson,  AZ 

Approved  for  one  required  hour  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SOCIETY  OF  MEDICINE  AND  RELIGION 

Schedule  of  Meetings  1974 
6:30  Dinner 

SPONSOR:  Society  of  Medicine  and  Religion 

CONTACT: 

Joseph  Hanss,  Jr.,  M.D. 

2021  North  Central  Ave. 

Phoenix,  AZ  85004 
Phone:  252-6045 

PROGRAM: 

Divorce  — Can  We  Ease  The  Pain? 

March  28,  St.  Luke's  Hospital 
Living  With  The  Retarded, 

April  25,  Good  Samaritan  Hospital 
Annual  Meeting,  May  30, 

Beautitudes  Retirement  Home 


SURGICAL  GRAND  ROUNDS 
4TH  TUESDAY  OF  EACH  MONTH 

Hospital  Auditorium 
Baptist  Hospital,  Phoenix 

SPONSOR:  Baptist  Hospital  Phoenix 

CONTACT: 

James  B.  Shields,  M.D. 

6036  N.  19th  Ave. 

Phoenix,  AZ  85015 

Approved  for  1 V2  required  hours  per  month  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


CLINICAL  CANCER  CONFERENCE 

3rd  Wednesday  Every  Month 
Butler  Bldg.  Conference  Room 
Good  Samaritan  Hospital,  Phoenix,  AZ 

SPONSOR:  Good  Samaritan  Hospital 

CONTACT: 

John  A.  Bruner,  M.D. 

926  E.  McDowell  Road 
Phoenix,  AZ  85006 

Approved  for  1 required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 
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A 8 DICK 


THIS  NEW  COPIER 
WILL  SAVE  YOU 
TIME  & MONEY! 


Our  model  626  is  for 

people  who  need  a fast  copier  for  statement 
billing,  multiple  page  reports,  check  copying, 
and  other  special  applications. 


• Automatically  feeds  and  collates 
originals  and  copies  into  exactly 
the  same  order. 

• Adaptable  to  any  kind  of  copying 
needs. 


• Change  paper  sizes  in  a matter 
of  seconds. 

• Operator  can  do  other 
jobs  while  machine 

is  operating. 


200  statements  can  be  copied  in 
15  minutes  instead  of  2 hours. 


Automatic  shutoff. 


Sf  you  order  a 626  in  May,  you  will  receive  6,000  FREE  5h  x Qh 

statements! 


Available  by  direct  purchase  or 
lease. 


302  South  23rd  Avenue,  Phoenix 

A subsidiary  of  Flori  Corporation 


For  a Free  demonstration  or 
appraisal  of  your  present  copy 
system,  call  Bob  Livingston  at 


258-5911 


The  .New 

pbsw 

■ OFFICE  & SCHOOL  PRODUCTS 
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Physician... 


V* 


$ 


v 


A 


your 

general  practice’ 

couldn’t  be 
more  general 

than  the  Air  Force 


Our  doctors  run  into  everything  — 
and  have  the  modern  facilities  and 
highly  trained  support  staff  to  deal 
with  it.  A medical  career  in  the  Air 
Force  offers  other  advantages,  too 
- reasonable  hours 
with  time  to  spend 


with  your  family  around  the  out- 
standing Air  Force  Base  facilities. 
Administrative  support.  Patient 
treatment  without  regard  for  ability 
to  pay.  An  excellent  program  of  ed- 
ucation if  you  wish  to  specialize  in 
oneof  the  many  areasof  medicine. 


J.r4T  ES  Of 


2621  Ave.  E East 


Find  “the  perfect  practice” 

in  the  Air  Force. 

Write  today  for  more  information  . . . 

U.S.  Air  Force 

Medical  Careers 


AC602-261  -4731  / Captain  Clark 
AC81 7-461 -1946 


Arlington,  Texas  76011 


We  can  tell  you  how  your 
practice  is  prospering-, 
weekly.. .montnly...or  quarterly. 


Whatever  the  size  of  your  practice,  there's  a Valley 
Bank  service  that  can  give  you  the  accurate, 
detailed  financial  information  you  need. 

We  call  it  General  Ledger  Management  Service. 
GLM  for  short. 

It’s  quickly  and  easily  installed.  It’s  uncompli- 
cated. And  it  easily  adapts  to  a single-doctor 
practice,  professional  corporations  or  multi-doctor 
clinics. 

It  allows  your  bookkeeper  single-handedly  to 
implement  and  maintain  a comprehensive  general 
ledger  system  for  your  practice.  Our  computer  does 
all  the  posting  and  balancing  (that  one  feature  alone 
can  save  hours  of  tedious,  time-consuming  detail 
work) . 

Because  it  significantly  reduces  manual 
accounting  time,  the  service  saves  money  for  many 
physicians,  too. 


The  Valley  Bank’s  General  Ledger  Management 
System  organizes  information  in  a way  that  makes 
it  easy  for  you  to  analyze  where  your  practice 
stands  financially.  It’s  more  comprehensive,  more 
flexible,  and  provides  more  value  for  your  money 
than  any  other  general  ledger  system  offered  in 
Arizona. 

Call  us.  We’ll  show  you  why. 

In  Phoenix  261-2103 

In  Tucson  792-7370 


Tailored  to  your  specific  needs. 

■ GLM  reports  can  be  provided  weekly,  monthly 
or  quarterly. 

■ Four  basic  reports  are  provided,  each  with 
special  options  available:  General  Ledger,  Trial 
Balance,  Statement  of  Profit  and  Loss,  and 
Balance  Sheet. 

■ Optional  reports  are  available,  offering  in-depth 
expense  ledger  analyses. 

■ Conversion  to  GLM  will  probably  not  require 
any  changes  in  your  present  accounting  pro- 
cedures. 

■ GLM  costs  are  computed  only  on  the  amount 
of  work  processed  for  you  (no  wasteful  blanket 
charges). 


o 


JM*ES 


JONES 


Valley  National  Bank 
General  Ledger  Management 

Another  service  of  the 

Valley  National  Bank  Business  Systems  Division 
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Duke  R.  Gaskins,  M.D.  Carl  T.  Kirchmaier,  AA.D. 

Medical  Director  Associate  Medical  Director 


In  1 944  HB A ente red  the  hospital  insurance 
business  as  a pioneer  in  that  field. 

Today  the  Company  is  diversified  and  our 
applications  for  new  insurance  are  55%  for 
life  insurance,  23%  for  disability  loss  of 
time  insurance,  and  22%  for  health  insur- 
ance. 

An  Attending  Physician' s Statem  ent  is  often 
necessary  to  properly  evaluate  a risk  for 
life  insurance.  Asa  service  to  your  patient 
and  our  applicant,  your  prompt  reply  is 
greatly  appreciated. 


/Vy\ 

the/hba^life 

INSURANCECOMPANY 

Home  Office:  1337  North  First  St.,  Phoenix 


Jjledical  Center  'X-Ray  and  Clinical  Xahratery 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  258-3484 

CLINICAL  PATHOLOGY  DIAGNOSTIC  X-RAY 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE  ELECTROCARDIOGRAPHY 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 
Diplomates  of  American  Board  of  Radiology 
George  B.  Kent , Jr.,  M.D.,  Consultant  Pathologist 


It  is  so  ifeassiiring 

to  know  that  soigeone 

wlp  is  loved  by  otheiS  is  in 
an  eifyiibnmeqt  of  devotion. 


dedication  and  enlightenment 


CH 


lb 


camel  bacK  hospital  5055  north  34th  street/ 

phoenix,  arizona 


a non-profit  psychiatric,  community  hospital,  fully  accredited 


IF  YOU’RE 

SETTING  UP  PRACTICE, 
WE’RE  WILLING 
TO  BANK  ON  YOU. 


We’re  not  the  biggest  bank  in  town. 


MEDICAL  SERVICES  DEPARTMENT 

• PHOENIX:  JAMES  MAHONEY  - 262-2487  • TUCSON:  FR ED  GUTHR I E - 792-7005 
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PHOENIX,  ARIZONA,  JULY  20,  1974 

To  assure  your  reservation  send  $100  deposit  to: 

Arizona  Medical  Association,  Inc. 

810  West  Bethany  Home  Road  Phoenix,  AZ  85013 


PROFESSIONAL 

LIABILITY 

INSURANCE 

PROGRAM 


CONTINUES  TO  OFFER 

A FIVE  YEAR  GUARANTEE 
PLUS  ADDITIONAL  COVERAGE 


Call  for  up  to  date  information 


Your  full-service,  all-lines  independent  agencies 
offer  total  risk-management  programming  and 

estate  planning. 


Tucson  and  Southern  Arizona 
Patzman-Allen-Lamb  & Associates 

5902  East  Pima 
Tucson  85712 
Phone  885-2375 


Phoenix  and  Northern  Arizona 
Burns-Harrelson-Burns 

5045  North  12th  Street 
Phoenix  85014 
Phone  266-441 1 


TRAVELERS  Insurance  Companies 

HARTFORD.  CONNECTICUT 


Tlie 


C George  G. 
Saravia,  MD  ii 


Floyd  L. 
Templeton,  MD 
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Szymanski,  MD 


Harris  D. 
Murley,  MD 


%-y 


A 

GrEaT 

BUlLDinG 


T 

X 

— 

s 

Eugene  R. 

Aimer,  MD 

S 

— ^ 

Camelback  Professional  Building 

5051  N.  34th  STREET 
PHOENIX , ARIZONA  85018 
(602)  9 55-6200 

general  psychiatry  / child  psychiatry  / psychoanalysis,  clinical  psychology  / and  family  counseling. 


ArMA  offers  A NEW 

INSURANCE  FORM 

WE  BIND  YOUR 
PERIODICALS 

FOR  ALL  CLAIMS 

An  order  today  will  stop  the  confusion  of 
multiple  insurance  forms 
Sample  available  on  request 

COST:  $1 .75  per  hundred 

Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

To:  Arizona  Medical  Association 
81  0 West  Bethany  Home  Rd. 
Phoenix,  AZ  8501  3 

$7.50  per  volume,  including  name  imprint. 

Inquire  about  quantity  discounts. 

Please  send  me  hundred  approved 

insurance  forms  costing  $1.75  per  hundred. 

Free  local  pick  up  and  delivery  on  10  volumes 
or  more. 

NAME  

ROSWELL  BOOKBINDING 

Address  

Bill  me  Q Payment  Enclosed  Q 

2614  North  29th  Avenue 
PHOENIX,  ARIZONA  85009 
272-9338 
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Never  before 

so  much  for  so  little. 


You  couldn’t  get  insurance  coverage  this  extensive  on  your  own. 
And,  even  if  you  could,  you  couldn’t  get  it  for  so  little. 

These  6 plans  were  specially  created  for  the  medical  profession 
under  the  auspices  of  the  Arizona  Medical  Association  as  a 
unique  membership  service. 

Rates  are  extremely  low  because  of  group 
economies.  Claim  processing  is  simple  and 
fast  because  all  plans  are  under  a single 
administrator. 

So  why  settle  for  less  coverage  when  you  can 
get  so  much  for  so  little. 

For  more  information,  contact: 


CHARLES  A.  de  LEEUW  AND  ASSOC.  Phoenix,  Arizona  85012 
3424  North  Central  Avenue  Phone:  248-8500 


YOU  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


why  not  have  it 
laminated? 


it  will  last  a lifetime.... 

PLAQUE  SHOP 


Wood  piaques  — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof  — Impressive. 

Our  plaques  are  manufactured  locally. 


7231  EAST  FIRST  AVENUE* 
SCOTTSDALE,  ARIZONA  85251  * 
(602)  945-9338 


MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 


MEDICAL  BOOKSTORE 

College  of  Medicine 
University  of  Arizona 
Tucson,  Arizona  85724 

Phone:  882  - 6669 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Director!:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Arix. 


Emergency— our  business 

Air  Evac  — serving  all  Arizonans  — 
can  be  ordered  by  any  physician 
anytime  to  transport  a patient 
anywhere.  Medically  trained  flight 
crew  is  airborne  in  30  minutes. 

(602)  254-7150 


A/REVAC 


Samaritan  Health  Service 

Phoenix,  Arizona 
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Pharmacy  Directory 


Classified 


FAIRMONT  PHARMACY 

AN  INDEPENDENT 
WITH 

CHAIN  STORE  PRICES 

3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


<3n  * Scottsdale  call 

Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
945-8420  - 945-8429 
Next  to  the  1 st  National  Bank 


CALL 


IF  BUSY  CALL  252-1573 

SUte  ?920” 

• COSMETICS 

• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MacALPINE’S 

DRUG  STORE 

THE  RSS&g  STORE 

2303  N.  7th  ST. 

DON  BRISCOE  - PHARMACIST 


UNITED  COLLECTION  CORPORATION 

Tempe  Office 

Tucson  Office 

1 602  East  Williams 

2030  E.  Broadway 

Tempe,  AZ  85281 

Suite  101 

Ph:  (602)  966-7275 

Tucson,  AZ  85719 
Ph:  (602)  884-8180 

DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 702 
100  W.  Clarendon  — Phoenix 
Telephone  263-8526 


Mi 

Medical  Transcription 

For  Physicians  and 

Hospitals 

MULLEN  MEDICAL  SERVICE 

4445  North  36th  Street 
Phoenix,  Arizona  85018 
Telephone  (602)  955-0763 


DOCTORS'  CENTRAL 

Vl  - 

DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 

(vm 

For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  327-7471 

At  Your  Service  24  Hours  Daily 

2807  East  Speedway  Tucson,  Arizona 

ST 

"Established  1 932" 

ARIZONA  MEDICINE  3g9 


COLLECTION  PROBLEMS? 

Over  four  years  of  experience  in  Arizona  has 
proven  that  our  system  produces  excellent  re- 
sults using  "soft  collection"  methods  at  costs 
averaging  10%  of  moneys  recovered.  We  have 
documented  cases  of  recovery  costs  as  low  as 
2%.  Paid  accounts  are  the  best  accounts.  Call 
or  write:  American  Billing  Corporation  — 4014 
N.  7th  Street  — Phoenix,  Arizona  85014  — 
265-4729. 


SCOTTSDALE  MEDICAL  SUITES 

Would  you  like  your  office  in  a newly  modern- 
ized garden  style  atmosphere  at  a rental  rate 
you  paid  in  the  1960's?  Located  in  the  Los 
Arcos  Mall  area,  we  are  leasing  360  to  3,460 
square  foot  suites  from  $4.50  per  square  foot 
and  up.  For  information,  please  call  Wellington 
Investment  Company  — 248-9393. 


CONDOMINIUM  FOR  RENT 
KINO  BAY,  MEXICO 

Luxury  condominium  directly  on  beach.  Fully 
furnished  including  dishes,  linens,  and  maid 
service.  Private  pool.  Kino  Bay  is  68  miles 
west  of  Hermosillo.  Reduced  rates  for  ex- 
tended visits.  For  details  please  contact: 

John  D.  Noble,  Jr. 

John  D.  Noble  & Associates,  Realtors 
5800  North  19th  Ave. 

Phoenix,  AZ  85015 
(602)  249-2654 

L^oixloii7ii)ios 
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OPPORTUNITY  AVAILABLE 

Tucson  — Family  Practitioner  wanted  to  join 
2-man  group  in  new  facility  across  from  Tucson 
Medical  Center,  around  June  15,  1974.  Craig 
Macbeth,  M.D.,  and  William  M.  Steen,  M.D., 
1638  N.  Country  Club,  Tucson  85716 


POSITION  AVAILABLE 

Medical  Director  for  Santa  Cruz  County  Family 
Preventive  Health  Program  to  be  responsible 
for  administration  and  staffing  of  Family  Plan- 
ning Well  Child  and  prenatal  clinic.1  Location 
Santa  Cruz  County  Health  Department,  No- 
gales, AZ.  Fluency  in  Spanish  preferred,  sal- 
ary $28,000  to  $30,000.  Call  collect  (602) 
287-41  88  or  write  James  Bowerman,  M.D.,  200 
La  Castellana  Nogales,  AZ  85621 


ORDER  NOW 

Manual  of  Routine  Orders  for  Medical  and 
Surgical  Emergencies  (A  new  concept  designed 
to  save  lives).  Warren  Green  Publishing  Corp., 
10  South  Brentwood  Ave.,  St.  Louis,  Missouri 
63105.  Price  $9.50. 


OFFICE  SPACE  AVAILABLE 

Office  space  available  suitable  for  General 
Surgeon,  Orthopedic  Surgeon,  ENT,  or  Plastic 
Surgeon  or  other  subspecialty.  Available  im- 
mediately. Contact:  Paul  James,  955-8701  or 
955-2350. 


FOR  SALE 

Megason  Ultrasonic,  by  the  Bircher  Corpora- 
tion, excellent  condition,  $300.  Contact:  Leo 
Schnur,  Box  480,  Sedona,  AZ,  phone  282-3210. 
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Indications:  Pro-Banthine  is  effective  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer.  Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  disease  of  the  gastrointestinal 
tract,  obstructive  uropathy,  intestinal  atony,  toxic  megacolon,  hiatal  hernia 
associated  with  reflux  esophagitis,  or  unstable  cardiovascular  adjustment 
in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be  given  this  medi- 
cation with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 

In  theory  a curare-like  action  may  occur,  with  loss  of  voluntary  muscle 


control.  For  such  patients  prompt  and  continuing  artificial  respiration 
should  be  applied  until  the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction,  and  this 
possibility  should  be  considered  before  administering  Pro-Banthine. 
Precautions:  Since  varying  degrees  of  urinary  hesitancy  may  be  evidenced 
by  elderly  males  with  prostatic  hypertrophy,  such  patients  should  be 
advised  to  micturate  at  the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with  ulcerative 
colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary  secretions  may 
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When  G.L 
complaints  occur 
in  the  absence 
of  organic  findings, 
underlying 
anxiety  may  be 
one  factor 


The  influence  of  anxiety  on  gastrointesti- 
nal function.  Excessive  anxiety  and  tension  can 
adversely  affect  the  function  of  any  portion  of  the; 
gastrointestinal  system.  Complaints  are  varied,  e.g., 
epigastric  pressure,  heartburn,  ulcerdike  pain,  diard 
rhea,  etc.  A vicious  circle  may  develop  in  which 
anxiety  and  G.I.  disorders  intensify  each  other. 

Prime  objectives  of  total  patient  therapy  in- 
elude:  symptomatic  relief,  removal  of  apprehensions 
about  organic  disease  and  helping  the  patient  un- 
derstand how  excessive  anxiety  may  trigger  physical 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or  accom- 
panying various  disease  states. 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alco- 
hol and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring  complete  mental  alertness  (e.g.,  oper- 
ating machinery,  driving).  Though  physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended  doses,  use  caution  in  administer- 
ing to  addiction-prone  individuals  or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates,  have  been  reported.  Use  of 
any  drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age  requires 
that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six, 
limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclude 
ataxia  or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not  rec- 
ommended in  children  under  six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 


:omplaints.  Brief  counseling  and  the  utilization  of 
avorable  factors  in  the  patient’s  personality  and 
'nvironment  can  often  provide  needed  support. 


Antianxiety  therapy.  Antianxiety  medica- 
ion  may  prove  a valuable  supplement  when  court' 
eling  and  reassurance  are  not  sufficient  to  allay 
he  patient’s  emotional  distress  and  relieve  his 
inxiety-provoked  physical  complaints.  The  agent 
described  should  be  both  clinically  effective  and 
;enerally  free  from  undesirable  side  effects, 
dbrium  (chlordiazepoxide  HC1)  meets  these  re' 
luirements  with  a high  degree  of  consistency,  and 
las  a wide  margin  of  safety  and  an  excellent  record 
>f  patient  acceptance. 

Whenever  anxiety  is  a clinically  significant 
actor,  adjunctive  Librium  is  used  concomitantly 
vith  specific  gastrointestinal  drugs  such  as  anti' 
holinergic  agents.  Once  anxiety  has  been  reduced 
o appropriate  levels,  treatment  with  Librium 
hould  be  discontinued. 


For  relief  of 
excessive  anxiety 

adjunctive 

Librium  iomg 

(chlord  iazepox  ide  HC1) 
lor  2 capsules  t.i.d./q.i.d. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


i presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
kg.,  excitement,  stimulation  and  acute  rage)  have  been  reported  in  psychi- 
tric  patients  and  hyperactive  aggressive  children.  Employ  usual  precautions 
l treatment  of  anxiety  states  with  evidence  of  impending  depression;  suicidal 
bndencies  may  be  present  and  protective  measures  necessary.  Variable  effects 
n blood  coagulation  have  been  reported  very  rarely  in  patients  receiving  the 
rug  and  oral  anticoagulants;  causal  relationship  has  not  been  established 
jlinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  espe- 
ially  in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  by 
roper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
osage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  encountered 
re  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irregularities, 
ausea  and  constipation,  extrapyramidal  symptoms,  increased  and  decreased 
bido — all  infrequent  and  generally  controlled  with  dosage  reduction;  changes 
l EEG  patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
lent;  blood  dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
mction  have  been  reported  occasionally,  making  periodic  blood  counts  and 
ver  function  tests  advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 mg,  10  mg  or  25  mg  chlor- 
iazepoxide  HC1.  Libritabs®  Tablets  containing  5 mg,  10  mg  or  25  mg 
ilordiazepoxide. 
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The  life  of  the  Air  Force  doctor  is  challenging,  rewarding  and  satisfying.  Maybe  it’s  your  kind 
of  life?  For  more  information  call  or  write: 
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What’s  on  your 
patient’s  face... 

may  be  more  important  than 
his  chief  complaint 


Patient  PT.*  seen  on 
3/29/67  shows  typical 
lesions  of  moderately 
severe  keratoses.  Note 
residual  scarring  on 
ridge  of  nose  from  pre- 
vious cryosurgical  and 
electrosurgical 
procedures. 


Patient  ET.*  seen  on 
6/12/67,  seven  weeks 
after  discontinuation 
of  5%  FU  cream.  Re- 
action has  subsided. 
Residual  scarring  not 
seen  except  that  due 
to  prior  surgery.  In- 
flammation has  cleared 
and  face  is  clear  of 
keratotic  lesions. 

*Data  on  file, 

Hoffmann -La  Roche 
Inc.,  Nutley,  N .J 


m n 


The  lesions  on  his  face 
are  solar/actinic— 
so-called  "senile”  keratoses... 
and  they  may  be  premalignant. 


Solar,  actinic  or  senile  keratoses 

These  lesions  may  be  called  by  several  names,  but  they 
usually  can  be  identified  by  the  following  characteris- 
tics. The  typical  lesion  is  flat  or  slightly  elevated,  of  a 
brownish  or  reddish  color,  papular,  dry,  rough,  adherent 
and  sharply  defined.  They  commonly  occur  as  multiple 
lesions,  chiefly  on  the  exposed  portions  of  the  skin. 

Sequence  of  therapy- 
selectivity  of  response 

After  several  days  of  therapy  with  Ef  udex®  (fluorouracil) , 
erythema  may  begin  to  appear  in  the  area  of  the  lesions; 
this  reaction  usually  reaches  its  height  of  unsightliness 
and  discomfort  within  two  weeks,  declining  after  dis- 
continuation of  therapy.  This  reaction  occurs  in  affected 
areas.  Since  the  response  is  so  predictable,  lesions  that 
do  not  respond  should  be  biopsied. 


Acceptable  results 

Treatment  with  Efudex  provides  highly  favorable  cos- 
metic results.  Incidence  of  scarring  is  low.  This  is  par- 
ticularly important  with  multiple  facial  lesions.  Efudex 
should  be  applied  with  care  near  the  eyes,  nose  and  mouth. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  in- 
flammatory reactions  in  adjacent  normal  skin.  Avoid  pro- 
longed exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands  immedi- 
ately. Apply  with  care  near  eyes,  nose  and  mouth.  Lesions 
failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmen- 
tation and  burning  at  application  site  most  frequent;  also 
dermatitis,  scarring,  soreness  and  tenderness.  Also  re- 
ported-insomnia, stomatitis,  suppuration,  scaling,  swell- 
ing, irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic 
granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to 
cover  lesion  twice  daily  with  nonmetal  applicator  or  suit- 
able glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— contain- 
ing 2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl 
and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and 
parabens  (methyl  and  propyl). 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


This  patient’s  lesions  were  resolved  with 

fluorouracil/Roche 

5%cream/solution...a  Roche  exclusive 


We  keep  Blue  Shield  your  shield 


Standing,  I to  r:  Gary  Davis,  Dick  Yort,  Joe  Villegas, 
Esther  Robbins,  Jack  Eversole.  Seated:  Art  Arthin, 
Professional  Relations  Director. 


We’re  the  Blue  Shield 
professional  relations  experts. 
Our  job  is  to  listen  to  you. 
Answer  your  questions.  Act  on 
your  suggestions.  And  thereby 

keep  Blue  Shield  the  viable  organization  you  and  your  patients  need. 

We  never  forget  that  Blue  Shield  was  created  by  doctors  to  help 
satisfy  the  needs  of  doctors.  That’s  why  we’ll  continue  to  work  with 
you  in  every  way  we  can  to  keep  Blue  Shield  your  shield. 


Blue  Shield 


of  Arizona 

® Registered  Service  Mark  of  the  National  Association 
of  Blue  Shield  Plans 


ASK  ABOUT  OUR 
CONVENTION  SPECIAL! 

America’s  Finest  and  Most  Modern 
Line  of  Examining  Room  Equipment 


SHELLEY  PROFESSIONAL  PRODUCTS,  INC. 

5922  WILMINGTON  AVENUE  /OIQi  COO  10Q1 

LOS  ANGELES,  CALIF.  90001  illKJ-ldiJI 


Arizona  Rep.  — R.  L.  Evans  (602)  778-0681 


■ Many  exclusive  features  found  only  in  the  Shelley  Formica  Examining  Table 

■ Designed  with  convenience  and  efficiency  in  mind 

■ Smart  contemporary  styling 

■ Elegant  selection  of  modern  decorator  upholstery  colors 

■ Formica  laminated  throughout  interior  and  exterior 

■ Heavy  gauge  steel  drawers  with  locks  to  prevent  accidental  removal 

VISIT  OUR  FACTORY  SHOWROOM  OR  CALL  OR  WRITE 
FOR  FULL  COLOR  CATALOG 
NO  SALESMAN  WILL  CALL  EXCEPT  BY  APPOINTMENT 


Manufacturers  of  fine  quality  Modular 
Cabinets  and  Examining  Room  Equipment  since  1952 


When  is  a Volkswagen  dealer 
not  a Volkswagen  dealer? 


When  it’s  a leasing  company. 

A lot  of  people  think  that  because  Demas  Auto 
Lease  is  affiliated  with  one  of  America’s  outstand- 
ing Volkswagen/BMW  dealers,  all  we  lease  are 
Bugs  and  BMWs.  They  are  wrong.  We  can,  and 
do,  lease  everything  from  Fords  to  Ferraris. 
Mazdas  to  Mark  IVs. 

Lower  Monthly  Payments,  sales  tax  savings,  less 
money  in  front,  a convenient  business  write-off, 
credit  line  not  used  by  contract  liability,  quick 
service  — these  are  all  advantages  of  leasing  your 
next  automobile  from  the  professionals  at 


Demas/anycar 

automobile  leasing 

3230  North  Scottsdale  Road 


947-2710 


Bio-Science 


Serum  Parathyroid 
Hormone  as  a 
Diagnostic  Aid 

An  accurate  measurement  of  the  serum  level  of 
parathyroid  hormone  (PTH)  with  results  reported  from 
the  laboratory  within  about  ten  days  is  now  available. 
The  diagnosis  of  diseases  of  the  parathyroid  has 
always  been  a difficult,  serious  problem  and  we  now 
have  a powerful  laboratory  tool  which  will  help  solve 
some  of  the  diagnostic  dilemmas  and  further  stimulate 
research  in  this  field. 

The  classic  laboratory  findings  in  primary  hyper- 
parathyroidism are,  of  course,  high  serum  calcium  and 
low  serum  phosphorus;  high  urinary  calcium  is  also 
commonly  found.  Increased  phosphate  excretion  due 
to  inhibition  of  phosphate  reabsorption  (TRP)  and 
measurement  of  the  TRP  are  additional  laboratory 
aids  for  diagnosing  hyperparathyroidism.  All  of  these 
tests  are  obviously  indirect  procedures  for  establish- 
ing the  diagnosis  so  there  is  a distinct  value  in  having 
a direct  measure  of  PTH. 

In  spite  of  the  complexity  and  difficulty  of  the 
radioimmunoassay  technic  for  PTH,  it  is  now  possible 
to  quantitate  the  hormone  with  reasonable  precision 
and  in  most  cases  to  differentiate  normal  from  hyper- 
parathyroid serum  levels.  Human  PTH  is  not  available 
in  sufficient  quantities  to  use  as  an  antigen  or  stand- 
ard, but  guinea  pig  antiserum  to  bovine  PTH  has 
sufficient  cross-reactivity  with  human  PTH  to  allow  its 
effective  use  in  the  assay. 


Unfortunately,  the  lack  of  a human  parathyroid 
standard  complicates  any  comparison  of  results  from 
different  laboratories.  At  Bio-Science  a purified  bovine 
PTH  preparation  is  used  as  the  standard  and  results 
are  expressed  as  equivalents  of  purified  bovine  PTH. 
The  antiserum  used  gives  similar  curves  with  both 
human  serum  PTH  and  purified  bovine  PTH  and  does 
not  distinguish  between  the  two. 

The  specimen  requirement  for  the  PTH  assay  is: 
5 ml.  frozen  serum  obtained  from  blood  which  has 
been  drawn  between  6 and  9 a.m.  while  the  patient  is 
in  the  rested,  fasting  state.  The  blood  should  be  drawn 
with  a chilled  syringe  or  Vacutainer  and  kept  in  an  ice 
bath  until  the  serum  can  be  separated,  preferably  in  a 
refrigerated  centrifuge.  Separation  of  the  serum  from 
the  cells  and  freezing  should  be  completed  as  soon 
as  possible.  The  frozen  serum  should  be  sent  to  us 
packed  in  dry-ice.  Shipping  containers  intended  for 
frozen  specimen  shipments  are  available  without 
charge. 


Write  or  call,  collect,  for  additional  literature  on  this 
subject  and  containers  for  mailing. 


Main  Lab:  7600  Tyrone  Ave., 
Van  Nuys,  California  91405 

Philadelphia  Branch: 

116  So.  Eighteenth  St., 
Philadelphia,  Pa.  19103 


Bio-Science  Laboratories 

7600  Tyrone  Avenue 
Van  Nuys,  California  91405  Dept.  AA 
or 

116  So.  Eighteenth  St. 

Philadelphia,  Pa.  19103 

Gentlemen:  Please  send  me,  without  obligation: 

] A copy  of  your  Handbook  of  Specialized 
Diagnostic  Laboratory  Tests 

Q A lab  pack  containing  a small  supply  of 

postage-paid  mailing  containers  and  Fee  Schedule 

Information  on 

(write  in  name  of  test) 


Name 

Address 

City  State  Zip 


1 


FREE 

HANDBOOK  OF  SPECIALIZED 
DIAGNOSTIC  LABORATORY  TESTS 


This  200-page  book,  now  in  its  tenth 
edition,  is  a uniquely  informative 
source  to  keep  you  up-to- 
date  on  the  newer  labo- 
ratory tests,  such  as 
parathyroid  hormone, 
available  to  clinicians.  You 
will  find  it  a handy  refer- 
ence guide  for  normal  values 
and  quick  summations  on 
tests  which  can  aid  in  your 
diagnostic  problems.  Copies 
are  available  to  physicians  and 
lab  personnel  without  obliga- 
tion. Simply  fill  out  and  mail  this 
coupon. 
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Address  all  correspondence  to  the 
Journal  Offices 
810  W.  Bethany  Home  Rd., 

Phoenix,  Arizona  85013 

Bruce  E.  Robinson 
Business  Manager 

National  Representative 
State  Journals  West 
Melvin  B.  Tyler,  Advertising  Manager 
693  Sutter  Street 
San  Francisco,  California  94102 

"The  material  in  this  journal  is  not  copyright- 
ed. We  ask  that  anyone  using  material  from 
it  note  the  previous  publication  in  ARIZONA 
MEDICINE." 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of 
scientific  articles  for  publication  in  ARIZONA 
MEDICINE.  All  such  contributions  are  greatly 
appreciated.  All  will  be  given  equal  consider- 
ation. 

Material  submitted  for  publication  in  ARI- 
ZONA MEDICINE  should  conform  to  the  fol- 
lowing policies: 

1.  Manuscripts,  including  references  or  bib- 
liography, should  be  typewritten,  double- 
spaced, on  one  side  of  the  paper  only,  and 
the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  med- 
cal  writing  as  followed  by  the  JOURNAL  OF 
THE  AMERICAN  MEDICAL  ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccur- 
acies, the  ultimate  responsibility  is  the  author's. 

4.  Articles  are  accepted  for  publication  only 
if  they  are  contributed  exclusively  to  this  Jour- 
nal. Ordinarily,  contributors  will  be  notified 
within  60  days  if  a manuscript  is  accepted  for 
publication.  Every  effort  will  be  made  to  re- 
turn unused  manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all 
material. 

6.  Reprints  will  be  supplied  to  the  author  at 
printing  cost. 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines. 

WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued 
Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN.  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher-tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines. Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage. 

In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  monil- 
ial  overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes:  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS). 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS) . 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands:  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults-  600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q. i d.  foratotal  of5.4grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
'Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia:  900  mg  daily  for  six  days. 

Children -3  to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding. 

In  patients  with  renal  impairment  (see  WARNINGS) , total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules:  syruo  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  POR  information. 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  Influenzae  and  pneumococci* 

Rondomycin  ;too 

[metihacifcline  HGI]  Capsules 

Delivers  from  the  very  first  dose: 

Studies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 

minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 
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do  so  in  a clear,  concise,  con- 
venient, objective  and  balanced 
fashion. 


What  a Compendium  Should 
Contain 

I believe  the  compendium 
should  inform  the  doctor  whata 
drug  will  do,  when  he  should  usfflj 
for  what  type  of  patient,  for  how 
long,  in  what  dose,  what  benefit: 
his  patient  is  likely  to  obtain,  the 
risks  involved,  and  cross-reactic: 
with  other  drugs. 

The  information  would  be 
based  on  the  package  insert  and 
have  the  same  legal  status.  In  fa 
a complete  compendium  with  ccii- 
plete  and  current  information 
might  even  eliminate  the  neces.c  / 


A drug  compendium,  or 
preferably  compendia,  should,  I 
believe,  be  private,  not  federal,  i 
sponsorship.  They  should  conta1 
comprehensive  listings  of  drugs 
available  for  prescribing.  They 
should  be  single,  legibly  printed1 
volumes  of  reasonable  size,  up- 
dated quarterly  or  semiannually 
and  completely  revised  every  ye  . 


Function  of  a Compendium 

A compendium  should  fur- 
nish the  following  information  o 
drugs  inthefollowingorder:  ind Ra- 
tions for  use,  side  effects,  adver 
drug  reactions,  contraindicatior 
drug  interactions,  drug  dosage  cd 
the  dosage  forms  marketed.  Dri 
prices  should  not  be  included  b< 
cause  they  vary  so  widely  and 
change  rapidly. 

No  compendium  should  se 
forth  drugs  of  choice  or  discuss 
relative  efficacy.  Such  question! 
must  be  left  for  the  practicing  p - 
sician  to  decide,  whether  on  the- 
basis  of  the  medical  literature, 
own  clinical  experience,  advice ! 
colleagues,  information  supplie 
by  manufacturers,  and  so  on. 

Nor  should  a compendium 
undertake  to  educate  the  doctot h 
how  to  use  drugs.  Rather,  it  mu:j 
be  a reference  source  designed  i- 
marily  to  refresh  his  memory  asi> 
drugs  he  may  not  use  regularly. 


or  a package  insert  in  many  in- 
stances. This  would  constitute  a 
substantial  saving  for  the  manu- 
acturer. 

By  a complete  compendium, 
do  not  mean  a volume  of  prohibi- 
ive  size.  You  don’t  need  a book 
describing  25,000  products  with 
fm  enormous  amount  of  repetition. 
Rather,  drugs  should  be  arranged 
jy  class.  Mutually  applicable  infor- 
nation  would  be  provided,  along 
vith  brief  discussions  pinpointing 
iifferences  in  specific  drugs  of 
hat  class.  Listings  would  be  cross- 
ndexed  in  a useful  way. 

)ther  Available  Documents  as 
iources  of  Information 

Existing  references  such  as 
i’DR  and  the  AMA  Drug  Evaluation 
ire  obviously  useful  but  they  are 
icomplete.  Either  they  are  not 
!ross-referenced  by  generic  name 
ind  do  not  group  drugs  with  simi- 
jtr  characteristics,  or  they  do  not 
stall  the  available  and  legally 
marketed  drugs.  And  some  of 
nose  omitted  may  be  very  useful. 


On  the  other  hand,  drugs  made  by 
more  than  one  supplier,  tetracy- 
cline for  example,  may  be  fully 
described  a dozen  times  in  the 
same  book. 

While  perhaps  PDR  could  be 
rearranged  and  cross-indexed  with 
generics  included,  and  while  the 
AMA  Drug  Evaluation  might  also 
be  modified  and  expanded,  I am 
not  sure  that  the  end  result  would 
have  all  the  attributes  required  for 
a useful  compendium.  At  the  same 
time,  you  would  run  the  risk  of 
amassinga  voluminous  and  un- 
wieldy tome. 

Should  Editorial  Comments 
Accompany  the  Listings? 

Subjective  judgments,  in  my 
opinion,  have  no  place  in  a com- 
pendium. However,  if  there  is  sub- 
stantial evidence  based  on  a sound 
body  of  science  concerning  rela- 
tive efficacy  of  several  drugs,  cer- 
tainly that  information  should  be 
included.  The  committee  of  experts 
compiling  and  editinga  particular 
section  would  also  have  to  assess 


and  indicate  instances  where  a 
meaningful  difference  between 
drugs  is  pertinent. 

Sponsorship,  Compilation 
and  Editing 

Producing  a book  like  this 
would  undoubtedly  be  difficult  and 
demanding.  It  would  obviously  take 
a great  deal  of  talent  and  exper- 
tise, and  would  require  a varied 
and  experienced  group,  ranging 
from  writers  and  editors  to  highly 
skilled  clinicians  and  pharmacolo- 
gists. Style,  format  and  clarity  of 
language  would  play  an  important 
part  in  determiningthe  usefulness 
of  the  book.  And  it  should  be  up- 
dated periodically  and  completely 
revised  annually. 

I have  no  opinion  whether  the 
government  or  the  private  sector 
should  sponsor  and/or  finance  the 
compendium.  What  is  most  im- 
portant is  that  the  compendium  be 
an  authoritative,  objective  and 
useful  source  of  information  for 
the  doctor  to  have  at  hand  as  a 
ready  reference. 


hould  in  no  way  imply  control  over 
ne  practitioner’s  prerogatives. 

Vhy  Another  Compendium? 

A practicable,  single-volume 
ompendium  cannot,  nor  is  it 
ecessary  to,  include  all  drugs  on 
he  market  today.  From  my  prac- 
ce  of  internal  medicine  for  some 
5 years,  my  experience  as  a con- 
ultant,  and  as  a faculty  member 
f four  or  five  medical  schools,  I 
I'ould  estimate  that  a doctor  uses 
nly  30  to  35  drugs  regularly.  The 
972  Physicians’  Desk  Reference, 
icidentally,  contained  about 
,500  entries. 

As  to  whether  there  should  be 
federal  compendium,  in  myopin- 
)n,  as  stated  earlier,  the  answer  is 
asy— there  should  not  be  one.  The 
roposal  assumes  that  existing 
ompendia  are  inadequate.  We’re 
otsure  of  that  at  all.  Whatever  its 
^perfections,  the  present  drug 
iformation  system  in  the  U.S.  is 
ben,  multifaceted,  pluralistic  and 
ktensive.  Good  compendia  exist, 
Swell  as  other  ample  sources  on 
rug  therapy,  ranging  from  journal 
:erature  through  AMA  Drug  Evalu- 
ion  to  company  materials.  Not 
I physicians  may  use  such 
burces  as  often  or  as  well  as  they 
lould,  but  that  is  the  fault  of  the 
ian,  not  of  the  sources. 

In  any  event,  rather  than  pro- 

1- 


duce  another  book,  it  makes  much 
more  sense  to  work  on  improving 
existing  compendia,  and  perhaps 
they  could,  as  knowledge  ad- 
vances, include  more  accumulated 
clinical  data  and  experience,  and 
more  information  on  drug  interac- 
tions and  adverse  reactions. 

Implications  of  a Federal 
Compendium 

Take  a hard  look  at  the  impli- 
cations of  a federal  compendium. 

It  would  have  the  force  of  law,  vir- 
tually dictating  what  drugs  to  use 
and  how  to  use  them.  In  effect,  it 
would  be  a regulatory  document 
with  legal  or  quasi-legal  status, 
posing  medical/ legal  problems 
similar  to  those  the  doctor  may 
now  encounter  if  and  when  he  de- 
parts from  the  provisions  of  the 
package  insert.  A compendium 
under  federal  aegis  would  tend  to 
restrict  decisions  on  drug  therapy 
to  one  orthodox  level  — a most 
dangerous  trend  for  medicine. 

New  Compendium  — A Medical 
Option 

I detect  no  ground  swell  of 
initiative  or  support  whatsoever  for 
a federal  compendium  — or,  for 
that  matter,  for  a new  compendium 
of  any  type.  A 1969  PMA  survey 
conducted  by  Opinion  Research 
Corporation  found  that  only  15  per 


cent  of  those  physicians  inter- 
viewed felt  a new  compendium  was 
needed.  And  a large  majority  did 
not  favor  the  involvement  of  the 
federal  government  if  one  were  to 
be  created,  preferring  instead  a 
nongovernmental  consortium. 

Even  if  we  come  to  a time 
when  the  medical  profession  itself 
opts  fora  new  kindof  compendium, 
it  should  be  handled  and  financed, 
ideally, outside  both  government 
and  industry.  Final  review  and  edi- 
torial authority  could  be  delegated, 
say,  to  specialty  bodies  and  medi- 
cal societies  — but  above  all,  not 
the  government. 

Surely  the  health  care  system 
in  the  United  States  has  far  more 
vital  matters  to  consider  than  the 
extensive  cost  and  effort  that 
would  have  to  go  into  the  prepara- 
tion and  maintenance  of  a new, 
monolithic  compendium,  and 
especially  one  bearing  the  impri- 
matur of  the  federal  government. 


Opinion  & Dialogue 

What  is  your  opinion,  doctor?  We 
would  welcome  your  comments. 


The  Pharmaceutical 
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Help  relieve  pain,  restore 

PARAFON  FORTE 

PARAFLEX®  (chlorzoxazone)t  250  mg.;  TYLENOL®  (acetaminophen)  300  mg. 

‘'This  drug  has  been  evaluated  as  "possibly”  effective  for  this  indication. 

See  brief  summary  of  prescribing  information  on  facing  page  for  Indications, 
Contraindications,  Warnings,  Precautions  and  Adverse  Reactions. 
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IRAFON  FORTE  Tablets 
;lp  relieve  pain, 
store  mobility  and 
Dp  pain-spasm 
edback  by  providing: 


YOU.VE  COME 


on salicylate  analgesic  equal  to 
irin  for  relief  of  pain,1’2  yet  unlikely 
ause  the  gastric  irritation,2’3 
rgic  reactions2  or  increased  bleeding 
e4  associated  with  aspirin  therapy. 


a skeletal  muscle  relaxant 
wn  in  extensive  clinical  studies  to  be 
ful  in  a variety  of  low  back 
>rders5"7"  but  which  is  not  an 
histamine  or  tranquilizer  derivative 
is  unlikely  to  produce  a 
iquilizing  or  sedative  effect.8 


Jications  Based  on  a review  of  this  drug  by  the  National 
ademy  of  Sciences-National  Research  Council  and/or  other 
armation,  FDA  has  classified  the  indications  as  follows: 

assibly"  effective  for  the  relief  of  severe  skeletal  muscle  pain 
j spasm  when  associated  with  acute  disorders  of  the  lower 
:k  (including  acute  exacerbations  of  chronic  conditions). 


aindications:  Sensitivity  to  either  component. 

ngs:  Usage  in  Pregnancy- Use  in  woman  of  child-bearing 

tial  only  when  potential  benefits  outweigh  possible  risks. 

utions:  Exercise  caution  in  patients  with  known  allergies  or 

/ of  drug  allergies.  If  a sensitivity  reaction  or  any  signs  or  syrmp- 

suggestive  of  liver  dysfunction  are  observed,  the  drug  should 

pped. 

se  Reactions:  Occasionally,  drowsiness,  dizziness,  lighthead- 
s,  malaise,  overstimulation  or  gastrointestinal  disturbances 
)e  noted;  rarely,  allergic-type  skin  rashes,  petechiae,  ecchy- 
s,  angioneurotic  edema  or  anaphylactic  reactions.  In  rare  in- 
53,  Paraflex  (chlorzoxazone)  may  possibly  have  been  associ- 
vith  gastrointestinal  bleeding.  While  Paraflex  (chlorzoxazone) 
hlorzoxazone-containing  products  have  been  suspected  as 
the  cause  of  hepatic  toxicity  in  approximately  eighteen  pa- 
it  was  not  possible  to  state  that  the  dysfunction  was  or  was  not 
nduced 

Adult  Dosage:  Two  tablets  q i d. 

ied:  Scored,  light  green  tablets,  imprinted  "McNEIL"— 

3 of  100. 
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A LONG  WAY, 


but  not  nearly  far  enough.  Women  made  up  less  than  one 
per  cent  of  AMPAC’s  membership  when  we  first  started. 
Now,  one  out  of  10  people  belonging  to  AMPAC  is  a woman. 
You  can  help  make  it  one  out  of  two. 

Join  us  in  1974  .... 
and  bring  along  a friend. 


Remit  your  PERSONAL  check  payable  to: 

ARIZONA  MEDICAL  POLITICAL  ACTION  COMMITTEE 
810  west  bethany  home  road 
phoenix,  arizona  85013 


Name: 

Address: 

City: Zip  Code: 


Sustaining  Member $100 

Family*  (physician  and  spouse)  $ 40 

Active  Member  $ 20 


(Contribution  includes  membership  in  ArMPAC  and  AMPAC. 
Political  Stethoscope  newsletter,  AMPC  membership  card  and  pin) 


*Name  of  spouse: 

A copy  of  our  report,  filed  with  the  appropriate  supervisory  office  is  (or  will  be)  available  for  purchase  from 
the  Superintendent  of  Documents,  United  States  Government  Printing  Office,  Washington,  D.  C.  20402. 
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17  minutes,  on  average 

an  initial  benefit  of 
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Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home1 


Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.1 


Average  Time  Required 
to  Fall  Asleep  (4  Studies, 
16  Subjects* 2 3 4'5) 


(Decreased  42.6%) 

■ Baseline 

(before  Dalmane) 

■ Dalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories 25 

Using  a 14-night  protocol  involving  eight  insomniac  and 
eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HCI)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?-5 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

Dalmane  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively 
infrequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
been  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
should  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

Before  prescribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 
a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early  morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in  acute  or  chronic  medical  situations  requiring  restiul 
sleep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
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"Whiplash  injury"  is  usually  a psychomatic  reaction  to  cervical  acceleration  strain 
and  the  fear  of  suffering  a rear  end  collision,  with  symptoms  in^uding  pain  in  the 
neck,  weakness,  anxiety  and  sexual  disorders.  Extensive  documentation  shows 
that  only  2%-20%  of  patients  who  complain  of  whiplash  show  objective  signs  of 
injury  on  examination,  but  that  many  patients  show  a lively  interest  in  compen- 
sation. 


“Except  in  certain  special  cases,  the  opinions  below  are  not  those 
of  the  author,  but  are  instead  the  opinions  of  other  authors. 

So-called  whiplash  injury  is  described  as  re- 
sulting from  an  acceleration  of  the  neck,  most 
frequently  as  a consequence  of  a rear-end  auto- 
motive collision,  which  in  turn  is  followed  by 
subjective  complaints  that  consist  primarily  of 
pain  in  the  neck  and  disability  which  is  related 
to  this  pain,  and  is  usually  featured  by  an  ab- 
sence of  objective  signs  of  injury.  Other  subjec- 
tive symptoms  consist  of  pains  or  discomfort  in 
the  arm  and  the  hand  or  in  the  head,  diverse 
■visual  difficulties  and  dizziness,  backache,  sex- 
ual disorders  and  emotional  problems  (Cam- 
mack,  Gay,  Braunstein,  Keiser. 

The  rare  instances  in  which  a cervical  accel- 
eration results  in  objective  injury  that  can  be 
demonstrated  by  orthopedic  and  neurologic  ex- 
amination have  been  fully  described  (Turek, 
Allen,  Schutt,  Ommaya,  Frankel,  Daily,  Toglia) 
and  are  summarized  (Gorman)  in  an  accompany- 
ing article. 

Many  patients  with  a whiplash  syndrom  suf- 
fer, as  will  be  shown  below,  from  symptoms  of 
a traumatic  neurosis  or  an  occupational  neuro- 
sis. Since  many  such  patients  are  involved  in 
litigation  or  a financial  settlement  without  liti- 
gation, some  doctors,  who  regard  these  patients’ 
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lawyers  as  salesmen  of  agony,  sorrow,  pain  and 
suffering,  classify  these  patients  under  the  head- 
ing of  compensation  neurosis. 

In  a comprehensive  study  on  9,063  persons 
who  were  injured  in  5,710  automotive  accidents, 
Braunstein  and  Moore  (1952)  noted  the  relative 
rarity  of  whiplash  injuries,  pointing  out  that  only 
1.6%  or  144  cases  received  the  diagnosis  of  whip- 
lash from  their  large  number  of  injured  subjects. 
Noting  the  dynamic  significance  of  rear-end  col- 
lision — a point  to  which  we  shall  return  — they 
point  out  that  of  those  who  were  injured  in  a 
rear-end  collision,  13.8%  showed  whiplash  in- 
juries. But  among  the  144  persons  with  whiplash 
injuries,  they  noted  that  most  of  these  injuries 
were  not  serious,  so  that  “only  20%  suffered 
any  injury  which  required  other  than  sympto- 
matic care.  Despite  adequate  examination,  there 
was  no  clear  cut  serious  injury  in  [the  remain- 
ing] 80%  of  these  patients.”  They  state  that  “A 
loose  term  such  as  whiplash  should  not  be  con- 
sidered an  acceptable  diagnosis  in  patients  un- 
able to  demonstrate  any  serious  recognizable 
injury  pattern  to  the  examining  physician.”  They 
conclude  with  their  concern  that  the  “examin- 
ing physician  may  attach  this  diagnosis  to  a 
relatively  minor  complaint  or  to  a non-existent 
physical  finding.” 

Alluding  to  the  common  and  predictable  fear 
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of  being  struck  without  warning  from  behind, 
Gay  and  Abbott  (1953)  in  an  intensive  study  of 
50  patients  with  whiplash,  pointed  out  that  more 
than  half  of  the  patients  in  this  series  (26  cases, 
or  52%)  were  “seriously  handicapped  with  a 
persistent  psychoneurotic  reaction.  In  our  opin- 
ion, the  circumstances  inherent  in  a whiplash 
injury  [including  an  unexpected  force  from  be- 
hind] make  all  persons  prone  to  the  development 
of  a disturbing  emotional  reaction.”  These  ob- 
servers then  remark  that  “when  a year  or  more 
had  elapsed  after  an  injury,  it  was  our  impres- 
sion that  the  legal  aspects  of  the  injury  were 
sometimes  contributing  factors  in  the  psycho- 
neurotic reaction.”  Since  trauma  is  a vector  and 
neurosis  is  a result,  whiplash  is  considered  by 
some  (Gotten)  to  be  a traumatic  neurosis. 

In  this  regard,  Gay  and  Abbott  echo  a note 
which  has  been  sounded  on  traumatic  neurosis 
by  others.  Thus  Huddleson  (in  Keiser)  writes 
"Fundamental  in  traumatic  neurosis  is  the  de- 
sire for  some  gain  not  readily  obtainable  other- 
wise — an  escape  from  disagreeable  reality,  a 
substitute  for  missed  success  ...  a payment  for 
services  not  rendered  . . . something  for  noth- 
ing.” Joining  the  chorus  in  this  traumatic  theme 
is  Miller  (1961)  "To  compensate  a man  financial- 
ly because  he  is  stated  to  be  deceiving  himself 
as  well  as  trying  to  deceive  others,  is  strange 
equity  and  stranger  logic.” 

In  a neurosurgical  survey  of  100  cases  of 
whiplash  injury,  after  settlement  of  claims  or 
litigation  had  been  completed,  Gotten  ( 1956 ) 
found  that  only  12  patients  still  had  persistent 
symptoms.  Of  these  twelve  persons,  five  “admit- 
ted that  they  refused  to  carry  out  the  doctors’ 
instructions  as  advised,  in  that  they  refused  to 
modify  their  activities,  rest  or  sleep  in  trac- 
tion, or  take  physical  therapy.”  Two  patients 
among  the  100  required  surgery,  which  was 
successful. 

This  specialist  remarks  that  “the  interrogator, 
in  his  interviews  with  the  patients  came  to  the 
conclusion  that  in  some  instances  there  were 
indications  that  the  injury  was  being  used  by 
the  patient  as  a convenient  lever  for  personal 
gain,  so  to  speak,  though  not  necessarily  at  a 
conscious  level.  These  instances  were  the  forc- 
ing of  a reluctant  spouse  to  pay  for  household 
help,  or  insistence  on  an  air  conditioner,  a new 
car,  a new  house  or  a vacation  in  Florida.” 

In  detailed  psychiatric  reports  on  whiplash  in- 
juries, Hodge  (1964)  notes  that  in  each  case  the 


whiplash  was  “typically  superimposed  on  a 
neurotic  personality,  latent  neurosis,  or  pre- 
existing neurosis.  The  ‘whiplash  injury’  repre- 
sents a psycho-physiologic  reaction  to  stress.” 

In  a well  known  psychiatric  and  psychoso- 
matic report  on  “Vertebral  Neuroses”  Fetterman 
(1940)  noted  the  symptom  complex  in  this  dis- 
order to  consist  of  pain,  limitation  of  motion, 
and  of  weakness  which  may  progress  to  the  state 
of  akinesia  algera,  (The  latter  is  a term  from  the 
index  expurgatorius  which  is  freely  translated  in 
the  head  nurse’s  comment  that  the  patient  is  too 
weak  to  get  up  on  the  bedpan).  This  author 
summarized  the  neurotic  ring  of  the  complaints 
in  Vertebral  Neuroses  by  giving  four  of  their 
features  — the  high  intensity  of  the  complaint, 
the  symptoms  occupy  the  foreground  of  con- 
sciousness, a fear  reaction  is  present,  and  the 
symptoms  have  utility.  On  utility,  he  notes  “as 
an  escape  from  an  unhappy  work  situation,  a 
vertebral  neurosis  is  far  more  effective  than,  let 
us  say,  a gastric  neurosis  or  some  sex  difficulty.” 
The  continuation  of  dreadful  weakness  and  stiff- 
ness will  both  "arouse  sympathy  and  serve  defi- 
nitely as  an  excuse  for  not  working."  He  goes  on 
“Another  young  woman  in  her  twen- 
ties developed  a vertebral  neurosis  in 
connection  with  an  injury.  The  girl  had 
once  been  in  love  with  a chiropractor 
who  had  studied  his  anatomy  and  ad- 
justments on  her  spine.  After  she  was 
hurt,  she  herself  would  palpate  her  ver- 
tebral column  quite  carefully.  During 
the  course  of  the  examination,  she  would 
say,  ‘Feel  my  neck,  my  third  cervical 
vertebra  is  out  of  place.  Watch  and  I’ll 
bring  it  back  into  place.'  In  some  man- 
ner, this  neurosis  was  linked  up  with 
her  romance  with  the  chiropractor.” 

The  frequency  of  sexual  disorders  in  trau- 
matic neuroses  was  well  documented  by  Mintz 
( 1964 ) whose  review  of  the  literature  included 
Auerback’s  study  of  50  patients  with  the  com- 
ment that  except  in  patients  with  persistent 
neurologic  defect,  the  pre-traumatic  personality 
was  more  important  in  the  development  of 
symptoms  than  was  the  severity  of  the  injury. 
In  his  very  perceptive  investigation,  Mintz  noted 
in  100  of  his  patients  with  different  forms  of 
traumatic  neuroses,  that  anxiety  was  present  in 
81%,  and  various  degrees  of  sexual  impotence 
were  present  in  32%.  There  was  depression  in 
39%.  Significantly,  "48%  of  the  patients  showed 
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that  prior  to  the  recent  trauma,  they  suffered 
from  neuroses,  schizophrenia,  severe  character 
disorders  of  psychosomatic  illnesses.” 

The  utility  of  the  vertebral  neurosis,  which 
includes  what  psychiatrists  call  “secondary  gain” 
(note)  is  also  a feature  of  the  traumatic  neu- 
roses. A utilitarian  picture  of  traumatic  neuroses 
is  that  of  “a  neurotic  who  was  looking  for  a 
trauma,  and  found  one  (Curran)  or  that  a 
“neurotic  can  become  more  neurotic  for  practical 
purposes”  (Modlin  in  Keiser).  One  psychiatric 
view  of  the  traumatic  neurosis,  focusing  on  its 
utility,  (Keiser)  is  that  this  neurosis  consists  of 
a type  of  unconscious  malingering.  This  is  un- 
conscious, for  if  it  be  conscious,  the  syndrome 
would  become  one  of  frank  malingering,  which 
merits  consideration,  since  at  least  one  expert 
has  stated  (Baro  in  Davidson)  that  “malinger- 
ing is  the  most  common  picture  seen  after  in- 
dustrial injuries.” 

As  a facet  of  this  feature  of  utility,  frank  com- 
pensation is  a significant  factor  in  the  resolution 
of  a whiplash  problem.  A distinguished  ortho- 
pedist (Keim  1973)  writes: 

“.  . . The  unfortunate  term  whiplash 
has  been  coined  for  these  cervical  spine 
injuries,  but  in  the  majority  of  patients 
with  whiplash,  there  is  very  little  or- 
ganic basis  for  the  pain. 

“Unfortunately,  many  accident  vic- 
tims have  the  distorted  belief,  enhanced 
by  tales  of  enormous  financial  settle- 
ments, that  a lawsuit  can  be  most  re- 
warding. Some  patients  in  very  minor 
accidents  will  claim  ridiculous  disabili- 
ties as  a result  of  minor  injury.  This 
form  of  compensatory  low  back  pain  1 
call  the  ‘green  poultice  syndrome’.” 

The  reason  for  the  words  “green 
poultice  syndrome”  is  the  fact  that  these 
patients  often  respond  miraculously  to 
the  figurative  application  of  $100  bills. 
When  the  pile  of  bills  reaches  the  prop- 
er thickness,  the  poultice  takes  effect, 
and  the  patient  is  cured!” 

The  curative  value  of  a greenback  poultice 
has  been  noted  elsewhere;  its  use  in  the  treat- 
ment of  “Greenback  Neurosis”  (Sehroeder)  has 
also  been  observed. 

I wish  to  make  clear  my  opinion  that  in  cer- 
tain selected  cases,  the  trauma  which  is  inherent 
in  an  acceleration  of  the  neck  can  produce  a 


lasting  whiplash  injury.  Nor  do  I wish  to  deni- 
grate the  statement  that  “Traumatic  neurosis 
was  recognized  as  a basis  for  damages  in  this 
state  [California]  as  early  as  1896.”  (Hessian  v. 
City  of  San  Francisco).  The  potential  or  possible 
effect  of  psychic  trauma  in  producing,  precipi- 
tating or  aggravating  an  emotional  symptom 
complex,  which  may  also  receive  the  label  of 
“whiplash  injury”  or  “traumatic  neurosis”  is  not 
to  be  denied.  Thus  Roche  notes  (Med.  Trial 
Tech.  Quart.) 

“The  impact  of  man  upon  man  may 
be  as  seriously  traumatic  as  the  assaults 
of  microrganisms,  climatic,  chemical  or 
physical  forces.  Disruption,  hindrances 
and  threats  stemming  from  the  inter- 
action of  man  and  man,  both  singly 
and  in  groups,  evoke  [somatic]  respon- 
ses which  are  indistinguishable  from 
those  set  off  by  other  involuntary 
forces.” 

NOTE 

Primary  and  secondary  gain:  In  a neurotic 
conflict,  the  primary  gain  is  a reduction  in  in- 
ternal tension,  and  the  secondary  gain  results 
from  receiving  an  external  supply  of  attention, 
love,  pity  or  help. 
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WHIPLASH -A  NEUROPSYCHIATRIC  INJURY 

WARREN  GORMAN,  M.D.,  F.A.C.P. 


"Whiplash,"  a cervical  acceleration  injury,  is  a protean  term  of  medical  and 
legal  usage  signifying  cervical  muscle  sprain,  injury  to  the  cervical  spine,  its  liga- 
ments, discs  and  nerves,  the  cerebral  hemispheres,  upper  spinal  cord  and  the 
autonomic  nervous  system,  the  vertebral  artery,  the  auditory  and  vestibular  sys- 
tems and  the  retinal  macula,  as  well  as  various  mental  disorders  with  an  organic 
or  a non-organic  basis.  Some  documentation  of  these  somatic  disorders  is  presented, 
and  a plea  is  made  for  the  use  of  accurate  diagnostic  terms  instead  of  the  vague 
colloquial  term  whiplash. 


The  use  of  accerating  devices  for  carrier  based 
aircraft  during  World  War  II,  which  played  a 
game  of  crack  the  whip  with  a man’s  neck,  drew 
forcible  attention  to  the  cervical  acceleration 
syndrome  (Allen).  With  an  increase  in  automo- 
bile usage,  speeds  and  accidents,  this  cervical 
acceleration  syndrome,  often  called  “whiplash 
injury”  has  now  become  a matter  of  concern  for 
drivers,  passengers,  plaintiffs,  defendants,  and 
the  entire  legal  system,  so  that  in  January  1969, 
it  became  mandatory  for  all  new  automobiles 
to  be  equipped  with  headrests  for  protection 
against  this  injury  (Schutt)  (Gotten). 

We  may  define  this  cervical  acceleration  (or 
deceleration)  syndrome  as  one  which  follows  an 
impact  at  about  5-10  miles  per  hours,  (States)  of- 
ten in  rear  end  automotive  collisions  with  the 
forward  vehicle  having  been  stationary  (Braun- 
stein)  in  which  rapid  hvperextension  and  flexion 
of  the  neck  takes  place  (Gay)  without  a direct 
blow  to  the  head  (Ommaya)  followed  by  signs 
and  symptoms  of  injury  to  the  cervical  spine,  its 
ligaments  and  discs  (Wilkinson),  the  upper  bra- 
chial plexus  (Frankel),  the  cerebral  hemispheres 
(Shapiro)  (Torres),  brain  stem  and  upper  spinal 
cord  (States)  (Wilkinson),  autonomic  nervous  sys- 
tem (Allen),  vertebral  artery  (Frankel)  (Allen), 
the  auditory  and  vestibular  organs  (Toglia) 
(Pang),  the  macular  of  the  retina  (Daily),  and  by 
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the  appearance  of  mental  disorders  (Gorman) 
principally  the  psychoneuroses. 

The  forces  which  effect  this  injury  are  com- 
pression, distension,  bending,  shearing  and  tor- 
sion, and  a velocity  of  10  miles  per  hour  was 
more  injurious  than  a higher  speed  (Bechtol  in 
Frankel).  The  time  at  which  signs  and  symptoms 
appear  may  be  immediately  after  the  injury  in 
the  case  of  Horner’s  syndrome,  differences  in 
blood  pressure  in  the  two  arms  (Frankel)  and 
blurring  of  central  vision  due  to  detachment  of 
the  hyaloid  membrance  of  the  vitreous  at  the 
macula  (Daily).  But  signs  and  symptoms  may 
be  delayed  by  2 to  3 weeks  in  cervical  sprains 
(Breek)  several  months  for  cervical  vertebral  frac- 
tures (Frankel)  or  IV2  to  2 years  with  disc  degen- 
erations (Gay). 

In  the  then  largest  series  yet  recorded,  Braun- 
stein  and  Moore  investigated  5,710  automotive 
crashes  with  9,063  injured  persons,  including  144 
whiplash  victims.  Of  this  group  of  144,  one  out 
of  five  cases  or  20%  were  seriously  injured  or 
fatal,  a grave  potential  for  a preventable  injury. 
Deaths  from  lateral  flexion  of  the  neck,  without 
direct  head  contact,  showing  brain  stem  hemorr- 
hages on  autopsy,  have  been  reported  (Rudy  in 
States). 

Fractures  of  the  lower  two  cervical  vertebrae 
are  more  common  (Allen)  and  herniation  or  de- 
generation of  the  intervertebral  discs  between 
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Cervical  vertebrae  5-6,  and  6-7,  are  more  com- 
mon than  in  the  upper  vertebrae  (Wilkinson). 
In  arthritic  and  in  older  individuals,  an  equiva- 
lent force  produces  more  serious  injury.  In  a se- 
ries of  50  cases  (Gay)  of  whom  5 suffered  crush- 
ing chest  injuries  from  the  steering  wheel,  there 
were  13  eases  of  herniated  cervical  discs,  with 
clinical  signs  and  symptoms  involving  the  thumb. 

Sprain  of  the  cervical  musculature  is  usual  in 
this  injury,  (Braunstein)  often  with  abnormal 
electromyograms  (Allen).  What  is  detected  only 
by  the  expert  examiner  (Frankel)  is  a disturbance 
of  tonic  neck  reflexes,  with  coeval  disruption  of 
the  righting  reflexes,  body  tone  and  overall  co- 
ordination (Allen),  so  that  some  industrial  super- 
visors do  not  trust  the  work  performance  of  a 
recent  victim  of  this  condition. 

Cervical  radiculitis  was  observed  in  more  than 
one-third  of  his  patients  by  Frankel,  some  show- 
ing changes  in  the  biceps  and  triceps  reflexes, 
possibly  due  to  the  trauma’s  effect  on  the  joints 
of  Luschka.  Concussion  of  the  brain  is  not  un- 
expected when  we  note  that  an  accelerative 
force,  without  direct  head  impact,  of  9g  at  the 
junction  between  the  Cervical  7th  vertebra  and 
the  Thoracic  1st  vertebrae  produces  23g  at  the 
forehead,  due  to  the  whipping  mechanism, 
(Ewing  in  States)  and  many  patients  report  at 
least  a momentary  loss  of  consciousness  (Fran- 
kel]). While  some  individuals  (Trell  in  States) 


show  marked  resistance  to  this  injury,  others  who 
are  without  a protective  headrest  and  without  a 
shoulder  harness,  thereby  permitting  the  head 
and  neck  to  “wrap  around  the  top  of  the  seat 
back,”  to  a maximum  of  138°,  which  is  approxi- 
mately twice  the  normal,  may  fare  poorly 
(States). 

The  upper  spinal  cord  may  be  concussed, 
(Frankel)  or  whiplash  may  produce  an  acute 
myelopathy  with  severe  quadraplegia  (Wilkin- 
son). Because  of  the  location  of  the  cervical 
sympathetic  ganglia  which  innervate  the  thoracic 
viscera,  an  autonomic  nervous  system  concussion 
(Allen)  may  account  for  blood  pressure  changes 
(Frankel).  The  vertebral  artery,  which  courses 
over  the  Cervical  2nd  vertebra  may  be  injured, 
particularly  if  it  is  sclerosed,  producing  changes 
in  the  brain  stem  and  the  inner  car  (Pang). 

That  portions  of  the  cerebral  hemispheres  are 
injured  by  accelerative  injury  has  been  shown 
by  experimental  studies  on  lower  animals.  Wick- 
stom,  working  with  Belgian  hares  and  later  with 
monkeys,  produced  intracranial  and  inner  ear 
hemorrhages  (States).  Ommaya,  using  Rhesus 
monkeys,  produced  a cerebral  concussion  syn- 
drome, without  direct  head  impact,  in  19  of  his 
50  monkeys.  15  of  the  19  who  were  concussed 
showed  gross  hemorrhages  subdurallv,  including 
gross  damage  to  the  parietal  lobes  parasagittally, 
and  the  tips  of  the  frontal  and  temporal  lobes. 
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Mathewson  used  human  volunteers  who  received 
a 5 miles  per  hour  rear  end  collision  that  “pro- 
duced a sensation  of  cracking  in  the  neck  and 
pain  that  persisted  for  several  days  afterwards.” 
(States)  Patrick  subjected  his  own  neck  to  de- 
celerative  tests,  developing  “sufficient  symptoms 
following  an  8.9  miles  per  hour  impact  so  that 
he  did  not  wish  to  continue.”  (States). 

Toglia  and  associates  studied  the  auditory  and 
vestibular  function  in  a series  of  116  “whiplash” 
subjects  who  complained  of  dizziness.  About  one 
half  of  these  patients  had  some  bilateral  hear- 
ing loss  at  4000  and  6000  Hertz,  as  well  as  tin- 
nitus, which  when  reproducible  was  at  3000  to 
6000  Hertz.  Latent  nystagmus  was  seen  in  37% 
of  their  patients,  either  with  their  eyes  open  (by 
means  of  Frenzel’s  strong  convex  lenses),  or  with 
the  eyes  closed.  Bithermal  caloric  testing  of  the 
ears  showed  abnormalities  in  65%  and  rotatory 
testing  show  abnormalities  in  39%.  Pang,  who 
investigated  a smaller  group,  confirmed  these  ob- 
servations, also  by  use  of  electronystagmography, 
finding  caloric  abnormalities  in  65%  and  hearing 
loss  in  80%. 

Daily  pointed  out  that  ballottement  of  the  nor- 
mal vitreous  may  suddenly  detach  the  hyaloid 
membrane  of  the  vitreous,  pulling  forward  a 
piece  of  tissue  from  the  foveolar  pit,  producing 
macular  wisps  or  causing  accentric  serous  retin- 
opathy of  the  macula.  These  lesions,  which  im- 
mediately after  injury  cannot  be  seen  by  opthal- 
moseope,  but  instead  require  examination  with 
a slit  lamp  through  a flat  contact  lens  by  focal 
illumination,  cause  a severe  and  permanent  loss 
in  visual  acuity. 

Psychiatric  disorders,  principally  the  neuroses, 
have  been  produced,  precipitated  or  aggravated 
by  cervical  accelerations,  and  an  accompanying 
article  (Gorman)  details  the  broad  phychiatric 
spectrum  of  reaction  to  cervical  accelerative 
force.  That  article  also  documents  the  broad 
range  of  the  examiners’  reactions  to  their  pa- 
tients’ complaints,  including  such  terms  as  “ver- 
tebral neurosis,”  “traumatic  neurosis”  used  pejor- 
atively, “occupational  neurosis,”  “compensation 
neurosis,”  “greenback  neurosis,”  and,  of  course, 
“malingering.”  It  is  clear  that  these  terms  are 
diagnostically  applicable  in  certain  selected  cases. 

An  Overview  of  the  Term  Whiplash 

Thus  we  have  seen  that  with  so-called  whip- 
lash, or  when  accelerative  force  is  applied  to  the 
neck,  either  as  positive  or  as  negative  accelera- 


tion, a multitude  of  events  may  ensue.  A mild 
strain  of  the  neck  without  tissue  damage,  or  a 
sprain  (with  tissue  damage)  (Turek)  may  result 
with  no  further  consequences  than  a similar  in- 
jury to  any  other  part  of  the  body.  Or  there  may 
be  psychological  consequences  of  a most  varied 
nature,  sociolegal  decisions  and  awards  which 
affect  the  entire  community,  or  traumata  to  the 
skeletal,  nervous,  otic  and  visual  systems. 

Yet  to  all  of  these  untoward  consequences  we 
persist  in  applying  the  term  whiplash,  fully 
aware  that  this  lash  is  fit  for  lower  animals,  but 
has  not  been  employed  for  human  public  punish- 
ment since  bygone  times.  To  compound  the  ter- 
minological insult,  we  use  whiplash  to  signify 
a broad  range  of  consequences,  instead  of  using 
the  diagnostic  and  specific  terms  by  which  a 
medical  or  legal  practitioner  acurately  describes 
a medical  injury  (Curran)  or  a legal  injury.  If 
a whiplash  can  mean  the  aggravation  of  a chronic 
conversion  hysterical  reaction,  as  well  as  a mild 
cervical  muscular  sprain,  which  like  most  sprains 
will  improve  promptly  with  early  and  reassur- 
ing care,  or  even  a cervical  disc  herniation  caus- 
ing radiculitis,  the  term  becomes  inaccurate  and 
vague  by  reason  of  its  broadness. 

For  these  reasons,  when  we  describe  the  re- 
sults of  a cervical  acceleration,  let  us  relegate 
the  term  whiplash  to  the  area  of  vague  modem 
slang  or  of  past  historical  events.  Instead,  let  us 
call  a fracture  a fracture,  a neurosis  a neurosis, 
and  a sprain  a sprain. 
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SPONTANEOUS  CERVICAL  EPIDURAL  HEMATOMA 
FOLLOWED  BY  DISSEMINATED  INTRAVASCULAR 

COAGULATION 


ENRIQUE  l.  LABADIE,  M.D. 


SUMMARY 

An  18-year-old  male  developed  a spontaneous 
cervical  epidural  hematoma  followed  at  surgery 
by  disseminated  intravascular  coagulation.  His 
history  revealed  that  he  had  been  jogging  im- 
mediately prior  to  the  onset  of  symptoms,  and 
had  been  ingesting  aspirin  for  three  days  prior 
to  the  rapid  development  of  quadriparesis. 

A review  of  the  English  literature  to  date 
shows  a total  of  fifty-eight  cases  of  spontaneous 
spinal  epidural  hematomas,  none  of  which 
seemed  to  have  been  followed  by  bleeding  dia- 
thesis. Hematological  values  were  reported  in 
only  seven  cases. 

After  reviewing  the  vascular-hemostatic  mech- 
anisms in  relationship  to  the  meninges,  it  is 
thought  that  certain  clotting  mechanisms  de- 
serve a closer  scrutiny  as  to  their  role  in  the 
production  of  parameningeal  hemorrhages. 

CASE  REPORT 

On  the  first  of  March  1972,  an  eightcen- 
year-old  male  had  been  jogging,  and  that  same 
night  be  experienced  a severe  pain  between  his 
shoulder  blades.  The  next  day  the  pain  persisted. 
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and  he  returned  to  a general  practitioner,  who 
prescribed  aspirin,  325  mg.,  one  every  three  hrs. 
The  following  morning  he  perceived  a tingling 
sensation  in  his  feet  that  worsened  throughout 
the  day.  After  three  days,  the  tingling  had  spread 
up  to  his  shoulders,  and  he  experienced  severe 
weakness  of  both  legs.  That  same  afternoon,  he 
was  hospitalized  in  Yuma,  Ariz.  On  admission 
his  hemoglobin  was  16.3  grams,  and  the  hema- 
tocrit was  50%.  He  was  then  transferred  to  the 
University  of  Arizona  Medical  Center.  His  physi- 
cal examination  revealed  the  following:  he  was 
afebrile,  conscious,  and  complaining  of  a heavy 
feeling  over  his  chest.  The  blood  pressure  was 
130/75,  pulse  60  per  minute  and  respiration  44 
per  minute.  He  could  not  move  his  lower  ex- 
tremities at  all,  and  the  deep  tendon  reflexes 
were  achilles  absent,  patellars  absent,  triceps 
1+,  biceps  4+,  brachioradialis  2+.  He  could 
move  his  arms  and  wrists  vigorously,  but  dorsi- 
flexion  of  the  fingers  and  grip  were  weak  in 
both  hands.  Plantar  responses  were  silent,  and 
the  pinprick  perception  was  absent  up  to  T2-T4 
level.  The  skin  and  mucous  membranes  showed 
no  evidence  of  pallor,  petechiae,  ecchymoses  or 
bleeding.  Examination  of  the  abdomen  revealed 
a distended  bladder;  subsequently,  an  indwelling 
catheter  was  inserted  and  no  urine  abnormality 
was  noted.  The  patient  had  no  past  history  of 
blood  dyscrasias.  He  denied  recent  trauma,  and 
the  only  medication  taken  was  the  previously 
mentioned  aspirin  for  the  last  three  days.  A lum- 
bar puncture  was  performed.  The  opening  pres- 
sure was  130  mm.  of  water.  The  Queckensted 
maneuver  did  not  produce  a rise  in  pressure,  and 
subsequently  a myelogram  revealed  a block  at 
C6-C7  level.  The  fluid  obtained  was  xanthochro- 
mic with  two  white  bleed  cells,  ten  red  blood 
cells,  a glucose  of  66  mg.  per  cent,  and  a protein 
of  150  mg.  per  cent.  A few  hours  later,  during  the 
morning  of  March  5,  he  underwent  surgery.  A 
large  membraneous  clot  was  removed  from  the 
epidural  space.  Throughout  the  operation  the 
bleeding  was  profuse.  The  laboratory  data  was  as 
follows:  upon  initiating  surgery,  his  hemoglobin 
was  13.8  grams,  hematocrit,  40%,  white  blood 
cells  5,400,  platelet  count  250,000,  prothrombin 
time  16.9.11.1  seconds,  partial  thromboplastin 
time  was  76.6/29.7  seconds,  fabrinogen  was  88 
mgs.  per  cent,  and  his  salycilate  level  was  1.0  mg. 
After  surgery,  the  hemoglobin  was  9.5  grams, 
hematocrit  was  25%,  white  blood  cells  were 
7,200,  the  prothrombin  time  was  14.6/11.1  sec- 


onds, partial  thromboplastin  time  30.0/31.2  sec- 
onds, fibrinogen  was  90  mg.  per  cent,  and  the 
platelet  count  was  46,000.  The  total  blood  loss 
was  estimated  at  5,000  cc.  This  volume  was  re- 
placed with  blood,  plasma  and  lactated  ringer’s 
solution. 

The  pathologist  reported  the  specimen  as  a 
blood  clot  with  intermingled  fibrous  and  adipose 
tissue  with  no  evidence  of  arteriovenous  mal- 
formation. During  the  next  ten  days,  the  blood 
values  gradually  returned  to  normal.  Thereafter, 
the  patient  gradually  and  very  slowly  regained 
some  minimal  function  of  his  lower  extremities. 

DISCUSSION 

In  this  instance,  by  means  of  history,  physical 
findings  and  pathological  report,  the  following 
were  excluded:  “spontaneous”  cervical  epidural 
hematoma  following  anticoagulation  therapy37'38, 
hematopoiesis  in  the  spinal  epidural  space  (also 
termed  myelolipoma39),  arteriovenous  malforma- 
tion in  the  cervical  area,  and  other  lesions  such 
as  neoplasms,  epidural  abcess,  epidural  cyst  and 
fibrocartilaginous  venous  embolization  of  her- 
niat  heriated  nucleous  pulposus39' 45.  In  1967, 
J.  W.  Markham  et  al  compiled  a chronological 
table  of  all  cases  of  so-called  “spontaneous” 
spinal  epidural  hematomas,  mainly  in  the  Eng- 
lish literature,  since  186928. 

For  the  purpose  of  this  report,  we  have 
added  all  cases  reported  in  the  English  literature 
since  1967,  allowing  a total  review  of  58  cases. 
In  26  of  those,  no  mechanical  trauma  could  be 
implicated  and  in  32  cases  traumatic  factors 
usually  considered  trivial  and  commonplace 
were  found.  Eight  cases  had  “fallen”,  ten  had 
been  engaged  in  “movement  under  load”,  seven 
were  “turning  or  bending”  and  six  were  “strain- 
ing”. These  everyday  traumatic  events  have  been 
previously  discussed  by  others1'36.  Thus,  when 
“falling”,  the  dura  and  cord  (by  means  of  the 
inertia)  tend  to  go  upward.  Upon  impact,  these 
structures  tend  to  fall  down  within  the  canal. 
When  “turning  or  bending”,  the  cord,  arachnoid 
and  dura  move  also,  but  upwardly46'49.  In  those 
cases  “straining  or  moving  under  load”,  increased 
venous  pressure  is  also  present50'51.  The  venous 
and  arterial  plexus  to  and  from  the  cord  perfor- 
ate the  arachnoid  and  dural  meninges  through- 
out their  entire  length52'54.  Thus,  in  a violent, 
rapid  traction  movement  of  these  structures, 
some  vessels  could  be  tom  by  the  differential 
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movement  in  the  arachnoid-dura-cord  system 
somewhat  similar  to  the  intracranial  shearing 
forces  acting  upon  the  bridging  veins  in  the 
pathogenesis  of  intracranial  injuries55. 

In  the  past,  it  has  been  demonstrated  that 
exercise  enhances  serum  fibrinolysis.  It  is  known 
that  the  cerebrospinal  fluid,  the  meninges  and 
the  walls  of  small  cerebral  vessels  normally  have 
increased  fibrinolytic  activity  as  compared  with 
serum60'66.  If  paraffin  clots  are  placed  intracrani- 
ally  over  the  meninges  of  dogs,  the  fibrinolytic 
activity  of  the  cerebrospinal  fluid  is  increased 
further67.  Recent  evidence  suggests  that  cerebro- 
spinal fluid  leakage  is  one  of  the  factors  neces- 
sary for  the  formation  of  subdural  hematomas,  as 
this  fluid  contains  a clotting  accelerating  factor 
(CAF)  which  rapidly  produces  a clot  with  dis- 
tinctly different  fibrin  strands  than  those  en- 
countered in  simple  blood  clots.  Thus,  blood  in 
contact  with  cerebrospinal  fluid  or  meninges, 
coagulates  and  then  liquifies  rapidly  due  to  the 
aforementioned  fibrinolytic  activity  of  these 
CNS  elements68"9.  This  causes  accumulation  of 
fibrin  split  products70,  which  possess  anticoagu- 
lant pioperties  that  can  induce  further  bleeding. 
In  the  present  case,  there  seems  to  be  evidence 
that  these  phenomena  may  have  been  occurring. 
The  hemorrhagic  diathesis  was  not  clearly  evi- 
dent until  the  surgical  intervention.  Once  the 
clot  with  its  fibrin  split  products  was  removed, 
the  bleeding  ceased  and  the  coagulation  factors 
gradually  regained  their  normal  values.  This 
happened  without  the  use  of  specific  therapy 
(e.g.,  heparin  or  epsilon  aminocaproic  acid).  The 
fact  that  our  patient  had  ingested  aspirin  at 
regular  intervals  for  three  days  prior  to  the  onset 
of  symptoms,  leads  us  to  believe  that  this  may 
have  been  an  important  factor  contributing  to 
the  development  of  the  coagulation  failure. 
Sutor  et  al,  in  their  comparative  study  on  the 
bleeding  side  effects  of  several  analgesics,  found 
in  their  subjects  that  seventy  minutes  after  the 
ingestion  of  650  mgs.  of  aspirin,  half  had  a 
significant  increase  in  bleeding  time  and  three- 
fourths  of  them  lost  at  least  four  times  as  much 
blood  as  did  the  controls. 

It  seems  then,  that  the  disorders  of  platelet 
function  as  well  as  factor  XIII  deficiency  and 
hypofibrinogemia,  may  be  subelinical  and  not 
readily  detectable  unless  sophisticated  tests  such 
as  thromboelastography,  platelet  aggregations 
and  specific  factor  assays  are  used72'80. 
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HYPOTHETICAL  SEQUENCE  OF  EVENTS 
IN  THE  FORMATION  OF  SPINAL  EPIDURAL 
HEMORRHAGES 

As  can  be  seen  above,  predisposing  hemostatic  defects 
may  have  a profound  influence  on  the  course  of  events 
following  trauma.  In  the  present  review  of  spontaneous 
epidural  hemorrhages,  it  was  found  that  the  study  of 
these  sequential  hemostatic  mechanisms  has  never  been 
undertaken,  although  the  individual  factors  here  listed 
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A detailed  review  of  the  58  published  cases 
indicates  that  hematological  values  were  re- 
poited  in  only  seven  cases,  and  in  none  were 
any  of  the  above  mentioned  tests  used.  This 
bleeding  diathesis  may  be  of  greater  importance 
in  the  pathogenesis  of  hemorrhages  in  the  spinal 
canal,  since  it  has  been  demonstrated  that  the 
neural  vasculature  at  the  vertebral  level  does 
not  have  the  same  contractile  reactivity  to  cathe- 
colamines  as  do  the  extraneural  vessels76. 

Furthermore,  the  paravertebral  venous  plexus 
(Batson  s plexus)  has  no  valvular  structures. 
Thus,  if  injury  occurs  to  any  of  these  vessels, 
the  only  mechanisms  that  can  impede  further 
bleeding  are  the  coagulation  mechanisms  in  the 
blood  itself52  53.  Approximately  one-third  of  all 
reported  spinal  epidural  hematoma  cases  have 
been  on  oral  anticoagulation.  Some  of  these 
have  resolved  spontaneously  when  the  anticoag- 
ulant drugs  were  stopped34'36'37. 

It  seems  probable  that  the  pathogenesis  of  so- 
called  “spontaneous”  spinal  epidural  hematomas 
would  be  clarified  in  many  instances  by  a closer 
scrutiny  of  the  involved  patients  hemostatic 
mechanisms. 
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INVASIVE  MONITORING  WITH 
THE  SWAN-GANZ  CATHETER 


Utilizing  the  Swan  Ganz  catheter  it  has  been  possible  to  determine  central  venous 
pressure,  pulmonary  artery  pressure  and  pulmonary  capillary  wedge  pressures, 
utilizing  a single  indwelling  line.  Pulmonary  artery  oxygen  saturation  studies  and 
cardiac  output  determination  are  also  possible.  The  author  describes  the 
equipment,  technique  of  placement  of  the  catheter,  and  the  monitoring  used. 
Five  cases  are  cited  from  a community  hospital  where  this  was  done.  It  was  used 
as  an  aid  in  assessing  critically  ill  patients.  This  procedure  is  recommended  for 


use  in  large  and  small  hospitals  alike. 

Central  venous  pressure  (CVP)  monitoring  has 
been  an  accepted  guide  in  the  management  of 
fluid  therapy  in  critically  ill  patients.  It  has  in- 
dicated the  competence  of  the  heart  to  accept 
venous  blood.  "Safe”  volume  repletion  has  been 
allowed  by  this  quantitative  measure.1  Circula- 
tory measurements  have  been  extended  to  obtain 
more  precise  evaluations  of  cardiopulmonary 
functions.  The  advent  of  the  Swan-Ganz  flow- 
directed  balloon-tipped  catheter  has  provided  a 
means  of  low  morbidity  invasive  monitoring.2  It 
has  expanded  the  capabilities  of  a single  in- 
dwelling line  to  determine  CVP,  pulmonary  ar- 
tery pressure  (PAP),  and  pulmonary  capillary 
wedge  pressure  (PCWP).  True  mixed  venous 
blood  may  be  sampled  from  the  pulmonary  art- 
ery for  oxygen  saturation  studies  (MVO2).  Car- 
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diac  output  (CO)  determination  by  a thermodi- 
lution method  is  also  possible.3  The  advantage  of 
this  monitoring  system  is  not  limited  to  fluid 
volume  management.  Left  ventricular  function 
and  peripheral  perfusion  may  be  estimated.  The 
diagnosis  of  cardiopulmonary  complications  such 
as  pulmonary  embolus,  silent  mitral  insuffici- 
ency, intracardiac  shunting  and  pericardial  effu- 
sion may  be  established.4.  This  type  of  invasive 
monitoring  has  been  utilized  primarily  in  myo- 
cardial infarction5.  The  efficacy  has  been  estab- 
lished in  the  management  of  severe  burns6,  bac- 
teremia, pancreatitis,  acute  blood  loss2,  and 
multiple  other  medical  and  surgical  problems7,  s. 
Reported  herein  are  the  experiences  with  this 
invasive  monitoring  technique  in  a small  isolated 
community  hospital  of  150  beds.  Five  case 
.studies  arc  presented. 
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METHODS 

Equipment 

A 4-lumen,  110  cm.  Swan-Ganz  catheter  (Ed- 
wards Laboratories)  was  employed.  One  lumen 
exits  at  the  latex  balloon  1 mm.  from  the  tip.  The 
second  lumen  contains  two  wires  terminating  in 
a thermistor  proximal  to  the  balloon.  The  third 
lumen  egresses  at  a point  30  cm.  from  the  tip. 
The  fourth  lumen  exists  at  the  tip.  Statham  P 37 
transducers  with  a continuous  heparinized  flush 
Intraflow  system  (Sorenson)  were  attached  to  the 
two  exit  lumens  of  the  catheter.  A General  Elec- 
tric modular  console  consisting  of  two  pressure 
and  one  electrocardiogram  amplifier  was  utiliz- 
ed. This  included  a 4-channel  oscilloscope  and  a 
4-channel  thermal  recorder.  A Model  9500  Ther- 
modilultion  Cardiac  Output  Computer  (Edwards 
Laboratories)  was  attached  to  the  thermistor  of 
the  catheter  and  allowed  for  cardiac  output  de- 
terminations. True  mixed  venous  blood  was  sam- 
pled from  the  pulmonary  artery  and  PO2  deter- 
mined immediately  with  a BioMarine  802  Blood 
Oxygen  Analyzer.  Oxygen  saturation  was  calcu- 
lated with  the  Severinghaus  Nomogram. 
Catheter  Placement  in  the  Pulmonary  Artery 

No  fluoroscopy  was  utilized  with  this  tech- 
nique. The  Swan-Ganz  catheterization  of  the 
entire  right  heart  to  the  pulmonary  artery  wedge 
was  carried  out  by  observation  of  pressure  waves 
recorded  from  the  caheter  tip.  Simultaneous 
electrocardiogram  recordings  for  evaluation  of 
possible  arrhythmias  were  performed.  An  ap- 
propriate emergency  cart  with  defibrillator  was 
immediately  available. 

The  right  deep  brachial  vein  was  catheterized 
by  cut-down.  The  catheter  was  inserted  approxi- 
mately 35  cm.  or  to  a point  where  deep  respira- 
tions caused  fluctuations  of  5mm  Hg.  at  the 
catheter  tip.  The  balloon  was  then  inflated  with 
lcc  of  CO2.  Advancement  of  the  catheter  pro- 
ceeded to  the  pulmonary  wedge.  The  balloon 
was  then  deflated.  The  atrial,  ventricular  and 
pulmonary  artery  pressures  were  observed  and 
recorded  as  the  catheter  tip  proceeded  through 
the  right  heart.  Catheter  placement  was  verified 
by  portable  chest  roentgenogram. 

Monitoring 

Central  venous  pressure,  pulmonary  arterv 
pressure,  pulmonary  capillary  wedge  pressure, 
cardiac  output  and  true  mixed  venous  oxygen 
saturation  were  monitored.  Pressures  were  re- 
ported as  mm.  Hg.  These  parameters  were  re- 
corded hourly  or  as  frequently  as  indicated  by 


the  attending  physician.  Other  appropriate  para- 
meters such  as  blood  pressure,  urine  output  and 
blood  chemistries  were  observed  by  accepted 
techniques. 

CASE  REPORTS 

Case  #1:  A 72-year-old  white  male  with  acute 
chest  pain.  Electrocardiogram  revealed  changes 
of  acute  anteroseptal  myoeradial  infarction.  Car- 
diac enzymes  were  significantly  elevated.  His 
course  was  uneventful  until  the  third  hospital 
day  when  he  had  a recurrence  of  chest  pain, 
multifocal  ventricular  premature  contractions 
and  hypotension.  Treatment  included  intravenous 
lidocaine,  metaraminol  and  digoxin.  The  general 
clinical  status  improved.  Subsequent  three  days 
were  complicated  by  intermittent  episodes  of 
hypotension,  supraventricular  tachycardia  and 
oliguria.  Metaraminol,  digoxin,  lidocaine  and 
furosemide  was  administered  according  to  the 
clinical  assessment  of  the  patient.  On  the  sixth 
hospital  day  a Swan-Ganz  catheter  was  placed 
in  the  pulmonary  artery.  Cuff  blood  pressure 
was  104/66,  pulse  65,  PAP  20/5,  CO  2.77  L/min. 
A challenge  of  500  cc.  of  lactated  Ringer’s  solu- 
tion over  a 30-minute  period  increase  the  pul- 
monary artery  pressure  to  20/15  and  cardiac  out- 
put to  3.46  L/min.  Blood  pressure  and  pulse  re- 
mained stable.  Six  hours  later  there  was  an  acute 
decrease  in  the  blood  pressure  to  70/40  and  pul- 
monary artery  pressure  to  12/0  which  resulted 
in  cardiac  standstill.  External  cardiac  massage, 
metaraminol  infusion  and  atropine  was  admin- 
istered. Regular  sinus  rhythm  was  resumed.  He 
again  became  stable  with  a blood  pressure  of 
150/100,  PAP  of  60/20  and  CO  of  3.65  L/min. 
The  following  six  days  were  complicated  only 
by  a fall  in  PAP  to  20/7.  This  was  managed  by 
an  infusion  of  37.5  grams  of  salt-poor  albumen 
which  brought  the  PAP  to  40/20.  The  Swan- 
Ganz  catheter  was  removed  after  all  parameters 
were  normal  for  24  hours.  The  remainder  of  his 
hospital  course  was  unremarkable  and  he  left 
the  hospital  in  satisfactory  condition. 

Case  #2:  A 60-year-old  male  with  acute  chest 
pain.  Electrocardiogram  revealed  changes  of 
acute  anteroseptal  myocardial  infarction.  Cardiac 
enzymes  were  elevated.  On  the  day  of  admission 
he  developed  respiratory  distress  with  diffuse 
moist  rales.  This  was  associated  with  atrial  flut- 
ter and  a 2:1  block.  Diuretics  were  administered. 
He  was  electrocardioverted  to  a regular  sinus 
rhythm  of  80.  His  pulmonary  congestion  clear- 
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ed,  and  slow  digitalization  with  digoxin  was 
commenced.  Twelve  hours  later  he  reverted  to 
atrial  flutter  with  2:1  block.  Electrocardioversion 
was  again  successful.  Because  of  the  persistence 
of  his  congestive  heart  failure  a Swan  Ganz 
catheter  was  placed  in  the  pulmonary  artery. 
Cuff  blood  pressure*’ was  106/80,  pulse  120,  PAP 
35/20  and  CO  of  4.8  L/min.  He  was  managed 
with  10  mg.  of  furosemide  every  half-hour  as 
needed  to  maintain  the  pulmonary  artery  dias- 
tolic pressure  less  than  20  mm.  Hg.  Metaraminol 
infusion  was  utilized  to  maintain  a systolic  blood 
pressure  greater  than  100,  or  a cardiac  output 
greater  than  4 L/min.  His  pulmonary  edema  and 
tachycardia  cleared  in  the  subsequent  24  hours. 
After  all  parameters  were  stable  for  24  hours 
the  Swan-Ganz  catheter  was  removed.  The  re- 
mainder of  his  hospital  course  was  unremark- 
able until  the  fourteenth  hospital  day  when  he 
had  an  acute  cardiac  arrest  with  unsuccessful 
resuscitative  attempt.  Postmortem  exam  revealed 
severe  coronary  artery  disease  with  old  myocar- 
dial infarction  and  atrophy  of  the  left  ventricle. 

Case  #3:  A 52-year-old  female  involved  in  an 
automobile  accident;  unconscious  on  admission. 
There  was  a severe  laceration  of  the  occiput, 
multiple  rib  fractures  and  a non-displaced  frac- 
ture of  the  right  pubic  ramus.  She  was  provided 
supportive  care  for  her  multiple  injuries.  By  the 
fifth  hospital  day  she  was  lucid,  alert  and  in  no 
respiratory  distress.  She  then  had  an  insidious 
onset  of  hypertension,  tachypnea,  tachycardia 
and  wheezing.  Conjunctival  petichiae  were 
noted.  Arterial  PO2  was  52  mm.  Hg  and  platelet 
count  was  decreated  to  88,000.  Roentgenogram 
of  the  chest  revealed  marked  pulmonary  vascu- 
lar congestion.  It  was  felt  that  she  may  have  a 
fat  embolus.  A Swan-Ganz  catheter  was  placed 
in  the  pulmonary  artery.  Cuff  blood  pressure 
was  90/80,  pluse  120  and  resperations  32.  PAP 
was  20/0,  CVP  10/-5,  CO  2.53  L/min.  and 
MVO2  47%.  A challenge  of  50  grams  of  salt-poor 
albumin  resulted  in  PAP  35/18,  CVP  15,  CO 
4.55  L/min.  and  MVO2  of  63%.  There  was  gross 
blood  in  the  nasogastric  drainage  and  her  hema- 
tocrit dropped  to  23%.  She  was  transfused  with  3 
units  of  packed  red  blood  cells  at  a rate  deter- 
mined by  observation  of  the  pulmonary  artery 
pressure.  The  roentgenographic  and  clinical  evi- 
dence of  congestive  heart  failure  cleared.  She 
developed  a low  sodium  syndrome  which  was 
treated  with  fluid  restriction.  Throughout  this 
period  CVP,  PAP,  CO  and  MVO2  were  moni- 


tored. The  Swan-Ganz  catheter  was  removed 
after  five  days.  The  patient  had  been  stable  for 
24  hours.  The  remainder  of  her  28-day  hospital 
course  was  unremarkable.  She  was  transferred 
to  another  hospital  for  continued  observation 
because  of  patient  convenience. 

Case  #4:  A 69-year-old  male  with  a history 
of  coronary  artery  disease,  admitted  in  acute 
pulmonary  edema.  He  was  treated  with  accepted 
measures  and  stabilized.  On  the  third  hospital 
day  he  had  an  acute  episode  of  pulmonary 
edema  associted  with  hypertension  of  300/140. 
Treatment  included  oxygen,  morphine  sulfate, 
diazoxide,  furosemide,  rotating  tourniquets  and 
phebotomy.  He  persisted  in  severe  pulmonary 
edema  and  appeared  terminal  with  mottled  skin, 
diaphoresis,  cyanosis  and  dyspnea.  The  cuff 
blood  pressure  had  decreased  to  90/40.  A Swan- 
Ganz  catheter  was  placed  in  the  pulmonary  art- 
ery. Pulse  was  72  with  sinus  rhythm,  CVP  15, 
PAP  40/35,  CO  4.3  L/min,  MVO2  66%.  Serum 
pH  was  7.23.  The  acidosis  was  corrected  with 
sodium  bicarbonate  and  he  was  given  furose- 
mide 50  mg.  IV  at  two  hour  intervals  for  a total 
of  100  mg.  in  four  hours.  PAP  was  closely  ob- 
served during  this  interval  and  showed  steady 
decline  to  30/15.  Other  parameters  remained 
stable  and  he  improved  clinically.  He  was  treat- 
ed with  furosemide  intravenously  as  needed  for 
pulmonary  artery  diastolic  pressure  greater  than 
20.  He  remained  stable  the  following  24  hours 
and  the  Swan-Ganz  catheter  was  removed.  The 
remainder  of  his  hospital  course  was  unremark- 
able. He  was  discharged  on  the  twelfth  hospital 
day  in  satisfactory  condition. 

Case  #5:  A 90-year-old  male  with  cirrhosis 
admitted  with  fracture  of  the  right  hip.  He  was 
jaundiced  and  had  gross  ascites.  After  multiple 
consultations  it  was  elected  to  proceed  with 
open  reduction  and  internal  fixation  of  the  right 
hip  under  general  anesthesia.  Because  of  the  ex- 
treme poor  risk,  a Swan-Ganz  catheter  was 
placed  in  the  pulmonary  artery  pre-operatively. 
CVP,  PAP  and  MVO2  were  monitored  during 
surgery  and  remained  normal.  In  the  immediate 
postoperative  period  he  was  given  100  gms. 
human  serum  albumen  with  observation  of  the 
pulmonary  artery  pressure.  He  was  given  furose- 
mide if  the  pulmonary  artery  diastolic  pressure 
became  greater  than  25.  His  CO  and  MVO2 
remained  within  normal  range.  Urine  output 
and  vital  signs  stabilized.  The  Swan-Ganz  cathe- 
ter was  removed  on  the  third  postoperative  day. 


ARIZONA  MEDICINE  423 


His  liver  failure  progressed  and  he  expired  on 
the  thirteenth  postoperative  day. 

DISCUSSION 

In  the  absence  of  pulmonary  vascular  resist- 
ance or  mitral  valve  disease  the  pressures  in  the 
pulmonary  artery  and  in  the  left  ventricle  at  the 
end  of  diastole  are  identical.9  These  pressures 
remain  correlated  in  patients  with  and  without 
left  ventricular  dysfunction.10  Mean  pulmonary 
artery  pressures  have  been  shown  to  become 
elevated  six  to  twenty-four  hours  prior  to  the 
early  signs  of  heart  failure.5  In  acute  myocardial 
infarction  pulmonary  wedge  pressure  correlates 
closely  with  the  presence  or  absence  of  radio- 
logic  plumonary  congestion.  However,  central 
venous  pressure  may  have  no  relation  to  the 
pulmonary  wedge  pressure.  Its  use  as  an  indica- 
tor of  left  ventricular  function  has  been  ques- 
tioned.11 A pulmonary  artery  end-diastolic  pres- 
sure greater  than  18  mm.  Hg  is  abnormal..  The 
treatment  is  dependent  on  the  cause  of  the  left 
heart  failure.  Furosemide  is  effective  in  the  re- 
duction of  pulmonary  artery  pressure  by  an 
extra-renal,  rather  than  a diuretic  effect.12  Dig- 
oxin  or  other  methods  of  therapy  in  heart  failure 
must  be  considered. 

A low  plumonary  artery  diastolic  pressure  may 
be  normal  or  indicate  blood  volume  depletion. 
A volume  challenge  with  observation  of  the 
pulmonary  artery  end-diastolic  pressure  will  dif- 
ferentiate this  circumstance. 

In  each  of  these  cases,  fluid  volume  manage- 
ment was  determined  on  the  basis  of  pulmonary 
artery  diastolic  pressure.  Heart  failure,  diuretic 
therapy  and  the  use  of  other  cardiac  drugs  was 
similarly  assessed.  Cases  #1  and  #2  particular- 
ly demonstrate  the  use  of  a positive  ionotropic 
drug  (metaraminol)  when  blood  volume  was 
adequate  but  pulmonary  artery  diastolic  pres- 
sure was  low. 

The  determination  of  cardiac  output  by  ther- 
modilution is  an  effective  parameter  to  estimate 
ventricular  function  and  assess  therapy.  Cases 
#1  and  #3  demonstrate  a change  to  normal 
cardiac  output  after  volume  loading.  In  the 
presence  of  cardiac  damage,  arrhythmias  and 
blood  volume  problems,  the  estimation  of  car- 
diac output  may  be  a valuable  assist  in  rational 
determination  of  specific  therapy.4 

Mixed  venous  oxygen  saturation  is  an  indica- 
tion of  adequate  circulation  since  it  reflects  the 
sum  total  of  the  tissue  extraction  of  oxygen. 
Less  than  60%  central  venous  oxygen  saturation 


is  considered  inadequate  peripheral  perfusion.13 
Case  #3  demonstrates  a significant  improvement 
in  MVO2  which  is  related  to  a more  adequate 
cardiac  output. 

CONCLUSIONS 

Invasive  monitoring  with  the  Swan-Ganz 
catheter  may  yield  important  data  to  aid  in  the 
rational  assessment  of  the  critically  ill  patient. 
Five  case  studies  are  presented.  Four  patients 
were  in  shock;  two  secondary  to  acute  myocar- 
dial infarction,  one  secondary  to  fat  embolus  and 
one  secondary  to  congestive  heart  failure  and 
coronary  artery  disease.  The  fifth  patient  was  a 
poor-risk  surgical  problem  who  was  monitored 
during  general  anesthesia  and  the  immediate 
postoperative  period.  All  of  the  patients  stabil- 
ized prior  to  discontinuance  of  the  Swan-Ganz 
catheter.  There  were  no  complications  such  as 
knotting14  or  perforation15.  No  morbidity  was  at- 
tributed to  the  use  of  the  catheter.  Parameters 
measured  were  pulmonary  artery  pressure,  cen- 
tral venous  pressure,  cardiac  output  and  true 
mixed  venous  oxygen  satuation. 

The  procedure  and  equipment  necessary  for 
this  type  of  invasive  monitoring  is  not  beyond 
the  scope  and  expertise  of  the  staff  of  a small 
community  hospital.  Acceptance  of  the  principles 
and  methods  by  medical  and  nursing  staff  at 
Yavapai  Community  Hospital  was  excellent. 
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MEDICINE  IS  A PROFESSION,  NOT  A PUBLIC  UTILITY 


Congress  is  considering  a bill  (H.R.  12053)  to 
regulate  medicine  as  a public  utility.  This  Health 
Policy  and  Planning  Act  is  similar  to  the  one 
that  was  defeated  recently  in  Wisconsin,  accord- 
ing to  information  obtained  last  month  at  the 
annual  meeting  of  the  American  Association  of 
Neurological  Surgeons. 

H.R.  12053,  if  enacted,  would: 

— establish  a National  Council  on  Health  Policy 
to  assess  federal  programs  and  the  need  for 
new  resources,  and  develop  a national  health 
policy. 

— create  Health  Service  Agencies  (HSAs)  to  plan 
for  health  services  and  resources  for  a set  area. 
These  agencies  would  use  federal  funds  as 
“seed  money”  to  encourage  projects.  The  agen- 
cies would  be  composed  of  one-third  consum- 
ers, one-third  providers  and  one-third  elected 
officials. 

— establish  a loan,  loan-guarantee  and  interest 
subsidy  program  for  capital  projects,  including 
expansion  and  modernization,  which  would 
replace  Hill-Burton. 

— provide  for  the  designation  of  a State  Health 
Commission  to  coordinate  efforts  of  the  HSAs 
in  each  area  and  regulate  the  rates  of  at  least 
practitioners,  hospitals,  nursing  homes,  extend- 
ed care  facilities  and  ambulance  services. 

The  undesirable  effects  of  this  measure  are 
many.  Essentially,  it  would: 

—wake  the  health  industry  a public  utility.  Con- 
struction, rates,  licensing,  quality  and  other 
aspects  of  health  care  would  be  controlled  by 
a state  regulatory  agency. 

— he  directly  discriminatory  against  the  health 


industry.  No  other  industry  is  being  put  into 
public  utility  status  at  this  time.  To  single  out 
one  industry  or  profession  is  unfair. 

— be  counterproductive  to  this  industry.  Not  only 
would  costs  be  regulated,  but  salaries  would 
also  be  controlled.  There  is  a possibility  that 
under  such  controls  hospital  employees  would 
be  denied  needed  salary  increases. 

- — adversely  affect  the  quality  of  care.  There  is 
no  guarantee  in  the  bill  that  the  public  util- 
ity approach  would  allow  increased  labor  costs 
to  be  passed  on  to  the  user  of  the  services. 
In  order  to  meet  higher  labor  costs,  some  im- 
portant services  might  have  to  be  sacrificed. 
— make  the  Secretary  of  Health,  Education  and 
Welfare  virtually  a health  czar.  With  his  au- 
thority over  the  state  health  commissions,  he 
could  have  the  final  authority  over  all  plan- 
ning and  regulation  of  health  care  across  the 
country.  This  would  totally  replace  the  present 
procedures  which  allow  the  various  states  to 
regulate  health  care  within  their  own  boundar- 
ies. This  bill  would  virtually  remove  these 
state  prerogatives. 

Arizona  Medicine  commends  Congressman 
Sam  Steiger,  3rd  District,  Arizona,  for  provid- 
ing the  medical  profession  with  this  timely  in- 
formation. Your  Editor  believes  that  it  is  con- 
trary to  the  best  interests  of  our  patients  to 
legislate  and  to  regulate  the  practice  of  medi- 
cine as  a public  utility.  Physicians  and  their 
patients  are  urged  to  express  their  attitudes  in 
this  regard  about  H.R.  12053  to  their  Repre- 
sentatives and  Senators  in  Washington,  D.C. 

John  R.  Green,  M.D. 
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1974  IS  NOT  A TIME  OF 
COMPLACENCY 


One  of  the  wisest  provisions  in  the  operation 
of  the  Arizona  Medical  Association  is  that  the 
President-Elect  shall  be  an  ex-officio  member 
of  each  of  the  Association's  standing  committees, 
and  also  serve  on  the  Executive  Committee.  This 
provision  insures  that  an  incoming  President, 
who,  as  President  of  our  Association  occupies  the 
position  of  spokesman  for  organized  medicine  in 
Arizona,  will  at  least  be  acquainted  with  the 
Association’s  business,  and  will  have  had  per- 
sonal contact  with  most  of  the  hard-working  com- 
mittee members  from  throughout  the  State.  This 
is  a valuable  and  rewarding  year  of  instruction 
and  preparation.  It  is  also  a very  demanding 
one. 

This  past  year  I have  attempted  to  attend  the 
many  diverse  committee  meetings  held  in  your 
behalf.  The  number  is  considerable,  and  the 
preparation  for  meaningful  participation  is  de- 
manding. However,  the  time  spent  is  essential  in 
preparing  one  to  accept  the  presidency  of  ArMA. 
In  addition,  leadership  training  by  the  AMA  and 
attendance  at  conferences  sponsored  by  the  Re- 
gional Medical  Programs  and  other  allied  health 
agencies,  aid  your  new  President  in  grasping  the 
many  challenges  facing  him  in  private  medical 
practice  as  an  essential  facet  in  our  way  of  life. 

Even  though  one  has  a fairly  good  idea  of  the 
many  activities  undertaken  by  our  Association, 
he  must  be  impressed  by  their  great  diversity 
and  the  depth  of  the  work  entailed  in  research- 
ing and  making  meaningful  responses  to  the 
problems  presented.  It  is  only  through  the  serv- 
ice of  those  standing  committees  and  appropriate 
ad  hoc  committees  that  the  work  of  our  Associa- 
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tion  gets  clone  at  all.  A dedicated  and  very  com- 
petent staff  can  do  the  routine  and  technical 
work  necessary,  but  only  practicing  physicians 
can  have  the  necessary  input  to  make  our  Asso- 
ciation sensitive  to  and  expressive  of  the  true 
beliefs  and  concerns  of  the  physicians  of  Ari- 
zona. Hence  the  great  concern  for  the  commit- 
tees of  the  Association,  their  membership,  then- 
work,  and  the  accurate  reporting  of  this  work 
to  the  membership  at  large.  Thanks  are  due  those 
physicians  who  have  volunteered  to  serve. 

The  Spring  of  1974  is  not  a time  of  compla- 
cency, nor  one  of  status  quo.  Changes  are  and 
will  continue  to  take  place.  Not  every  physician 
will  view  the  problems  or  those  solutions  from 
the  same  framework  of  reference,  nor  with  the 
same  personal  motivation,  but  it  is  essential  that 
these  problems  be  faced,  and  equally  essential 
that  we  present  solutions  for  them  that  repre- 
sent at  best  agreement,  at  least  consensus.  This 
is  no  time  for  a major  schism  in  our  profession, 
whose  major  concern  is  and  must  be  the  welfare 
of  our  patients.  Whatever  honest  differences  exist 
now  and  may  come  to  light  in  the  future,  the 
role  of  the  physician  caring  for  his  patients  must 
be  the  fundamental  constant  in  our  considera- 
tions. 

Mr.  Ed  Smith,  AMA  Field  Representative  for 
our  area,  during  the  recent  Board  meeting  held 
at  the  end  of  the  83rd  Annual  Convention,  ex- 
pressed gratification  with  the  apparent  mutual 
respect  and  friendship  with  which  doctors  of 
every  divergent  position  seem  to  hold  for  one 
another  within  the  framework  of  ArMA.  This 
is  true,  and  characteristic  of  the  physicians  of 
Arizona.  Expressions  of  cooperation  have  come 
to  the  incoming  President  of  ArMA  from  col- 
leagues who  do  not  agree  with  his  positions  on 
certain  controversial  items,  but  respect  his  integ- 
rity in  holding  these  positions.  The  importance 
of  all  of  this  is  that  it  points  up  the  necessity  of 
our  working  together  to  solve  the  basic  prob- 
lem of  how  the  physicians  of  Arizona  can  best 
preserve  that  essential  and  very  individual  and 
personal  relationship  between  a physician  and 
the  patient  for  whose  care  he  is  responsible. 

The  function  of  organized  medicine  is  to  foster 
and  preserve  the  best  possible  care  for  each  pa- 
tient as  an  individual  needing  and  seeking  help. 
It  can  best  do  this  by  serving  the  private  prac- 
tice physicians  of  Arizona,  as  they  are  the  only 
ones  able  to  deliver  this  care. 


THE  NEW  CURRICULUM: 
EVALUATION  OF  TWO  YEARS' 
EXPERIENCE 


Within  the  past  several  years  major  changes 
in  curriculum  have  occurred  in  most  American 
medical  schools.  Among  the  most  notable,  and 
in  many  cases  the  most  controversial,  of  those 
changes  has  been  the  advent  of  the  so-called 
three  year  curriculum.  Approximately  one-third 
of  the  medical  schools  across  the  country  now 
provide  this  option  in  one  form  or  another.  In 
August  1972,  after  more  than  two  years  of  study, 
the  College  of  Medicine  accepted  a class  of  71 
students  into  a three-year  curriculum  which, 
however,  also  provides  an  opportunity  for  stu- 
dents to  extend  their  time  to  as  many  as  57 
months.  Within  these  limits,  students  progress 
within  a flexible  time  frame,  adjusting  their 
speed  to  suit  their  individual  needs. 

It  is  still  too  early  to  evaluate  fully  the  im- 
pact of  this  curriculum  on  the  College  or  the 
students.  However,  several  observations  can  be 
made  as  the  students  approach  the  mid-point 
of  their  undergraduate  medical  career. 

Two  years  before  the  curricular  change  was 
implemented,  a longitudinal  study  of  students 
in  the  College  was  started  utilizing  the  last  two 
classes  under  the  old  curriculum  as  “controls” 
for  the  subsequent  classes  which  would  be  en- 
tering under  the  new  program.  Admissions  data, 
national  board  examinations,  career  choice  ques- 
tionnaires, and  several  other  data  parameters 
have  been  collected  each  year  since  1970.  Fol- 
low-up data  are  also  available  to  assess  the  career 
outcomes  of  our  graduates,  including  the  charter 
class  of  1971. 

Although  the  most  obvious  difference  between 
the  old  and  the  new  curricular  is  the  three  years 
(34  months)  rather  than  four  (45  months)  that 
are  required  for  completion,  several  changes  in 
the  educational  program  were  introduced  which 
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are  of  equal,  if  not  greater,  importance.  By  plac- 
ing courses  such  as  physiology  and  biochemistry 
in  the  same  time  period,  the  opportunity  for  in- 
terdepartmental teaching  has  been  enhanced.  At 
the  present  time,  for  example,  approximately  50 
instructional  hours  are  shared  by  the  two  depart- 
ments. 

The  social  and  behavioral  aspects  of  medi- 
cine and  health  care  have  been  given  greater 
attention  through  a new  first  year  course.  Hu- 
man Behavior  and  Development.  Family  Prac- 
tice has  also  been  given  added  emphasis  through 
the  introduction  of  a full  time  clerkship  in  this 
specialty  during  the  primary  clinical  year.  Fin- 
ally, important  but  specialized  topic  areas  such 
as  nutrition  and  medical  jurisprudence  can  now 
be  explored  in  depth  during  the  third  year  in  a 
seminar  format. 

It  is  too  early,  at  this  time,  to  assess  the 
total  impact  of  this  curricular  change  on  our  stu- 
dents. Over  20%  of  the  first  class  have  chosen  to 
extend  their  time  to  four  years.  In  almost  every 
case,  the  free  time  which  became  available  to 
them  through  a decrease  in  their  academic  load 
has  been  used  to  do  bio-medical  research  or  serve 
in  clinical  capacities.  All  have  since  joined  the 
students  in  the  succeeding  class  and  are  con- 
tinuing to  progress  toward  their  degree. 

Academically,  students  in  the  new  curriculum 
have  matched  or  exceeded  the  performance  level 
of  their  predecessors,  as  measured  by  the  Na- 
tional Board  examinations  in  the  basic  sciences. 
While  their  ultimate  career  choices  are  not 
firm  at  this  point,  a higher  percentage  of  these 
students  have  elected  to  include  a family  prac- 
tice clerkship  in  their  clinical  rotation.  Within 
the  next  few  months  accurate  assessments  of 
clinical  knowledge  and  skills  will  be  obtained. 

As  each  new  class  enters  the  College,  curricu- 
lar adjustments  and  changes  in  instructional 
methodology  are  made  to  improve  the  overall 
effectiveness  of  the  program.  The  department  of 
pharmacology  is  utilizing  a computer-managed, 
self-paced  format  on  a trial  basis.  As  student 
problems  and  performance  are  evaluated,  con- 
tinued change  will  occur  in  the  curriculum.  What 
was  once  looked  upon  as  a fixed  and  static  edu- 
cational process  has  become  flexible  and  dy- 
namic. Hopefully,  it  will  allow  us  to  react  quick- 
ly and  effectively  to  the  changing  needs  of  our 
students  and  the  society  they  will  serve. 


Clinical  Oncology 
In  Arizona 


This  new  section  in  Arizona  Medicine  is  spe- 
cifically targeted  to  the  subject  of  cancer  care  in 
the  state  of  Arizona.  Recognition  of  the  impor- 
tance of  cancer  management  has  been  under- 
scored by  the  establishment  of  the  conquest  of 
cancer  as  a national  goal.  In  addition  to  mark- 
edly increase  efforts  towards  support  of  re- 
search through  the  National  Cancer  Institute 
and  the  American  Cancer  Society,  patient  care 
activities  have  also  been  strengthened.  In  this 
column,  current  concepts  in  cancer  management 
and  recent  advances  in  cancer  research  that  are 
relevant  to  Arizona,  will  be  discussed  each 
month.  Cancer  therapy  is  currently  changing  at 
an  extraordinarily  rapid  rate,  and  the  views  ex- 
pressed on  this  page  should  not  be  considered  as 
static  recommendations.  The  editors  of  this  col- 
umn will  select  key  topics  and  invite  interested 
physicians  and  allied  health  professionals  from 
Arizona  to  write  components  related  to  areas  of 
their  expertise  in  cancer. 

Editors:  Paul  H.  Duffev,  M.D.,  F.A.C.P., 
Hematology-Oncology,  The  Tucson  Clinic,  Tuc- 
son, Arizona  85716;  Sydney  E.  Salmon,  M.D. 
Head,  Section  of  Hematology  and  Oncology, 
University  of  Arizona  College  of  Medicine,  Tuc- 
son, Arizona  85724.  Robert  H.  Thoeny,  M.D., 
Dir.,  Radiation  Oncology,  Good  Samaritan  Hos- 
pital, Phoenix,  Arizona  85006. 
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TREATMENT  OF  NON-HODGKIN'S 
LYMPHOMA 

STANDARD  TREATMENT 
WILLIAM  L.  BUNTING,  M.D. 


In  the  past  10  years  the  prognosis  in  Hodgkin’s 
disease  has  improved  considerably  and  has  been 
directly  related  to  more  precise  histologic  classi- 
fication and  staging,  followed  by  either  inten- 
sive radiotherapy  or  treatment  with  multiple 
chemotherapeutic  agents.1  These  same  principles 
applied  to  the  non-Hodgkin’s  lymphomas  have 
unfortunately  not  produced  the  same  degree  of 
success.  Several  reasons  for  this  exist:  (1)  lack 
of  uniform  adherence  to  a single  histologic  classi- 
fication, (2)  a wide  array  of  clinical  features 
and  presentations,  (3)  a propensity  for  these 
tumors  to  enter  the  bloodstream  early  and  to  be 
advanced  (Stage  IV)  at  the  time  of  initial  diag- 
nosis. 

The  histologic  classification  currently  in  use 
is  shown  in  Table  1.  Nodular  lymphomas  in  gen- 
eral are  associated  with  a favorable  prognosis: 

From:  Hematology  Associates,  Ltd.,  3411  North  Fifth  Avenue, 
Suite  501,  Phoenix,  AZ  85013  (Dr.  Bunting). 


TABLE  1 

Current  Histopathologic  Classification  of 
Non-Hodgkin’s  Lymphomas 
and 

Expected  Frequency  of  Types  in  Untreated  Cases* 


— 

— 

undifferentiated 

DU 

4 

7 

NH 

histiocytic 

DH 

28 

19 

NM 

mixed  histiocytic 

DM 

10 

18 

and  lymphocytic 

NLPD 

lymphocytic, 

DLPD 

10 

1 

NLWD 

poorly  differentiated 
lymphocytic, 

DLWD 

3 

well  differentiated 

45% 

Nodular 

TOTAL 

Diffuse 

55% 

“Modified  after  data  of  Jones,  S.  E.  et  al  (reference  6)  regarding 
480  previously  untreated  patients. 


for  example,  in  one  study  at  Stanford,  patients 
with  nodular  lymphocytic  or  nodular  mixed  lym- 
phomas had  a median  survival  of  7.5  years  com- 
pared to  1.5  years  for  patients  with  diffuse  lym- 
phomas of  the  same  cell  types.2  In  the  older  his- 
tologic classifications,  the  lymphocytic  lympho- 
mas would  roughly  correspond  to  “lymphosar- 
coma” and  the  histiocytic  lymphomas  to  “reticu- 
lum cell  sarcoma.”  The  lymphocytic  lymphomas 
have  a better  prognosis  and  tend  to  respond  bet- 
ter to  treatment  than  the  histiocytic  lyphomas. 
Those  showing  a nodular  pattern  respond  much 
better  to  therapy  than  the  diffuse  variety.  Be- 
sides a high  frequency  of  bone  marrow  involve- 
ment, extranodal  sites  of  disease  such  as  the  GI 
tract,  skin  and  bone  may  also  occur.  A compari- 
son of  some  of  the  common  clinical  features  is 
given  in  Table  2.  Contrary  to  what  might  be  ex- 
pected, extranodal  disease  does  not  always  carry 
a bad  prognosis.  Most  hematologists  and  on- 
cologists have  seen  long-term  survivors  and  ap- 


TABLE  2 

Approximate  Frequency  of  Selected  Clinical  Features 
In  Untreated  Patients  With  Lymphoma0 


Non-IIodgkin’s  lymphomas 

Hodgkin’s 

Clinical 

Nodular  Diffuse 

disease 

Feature 

% 

% 

% 

System  symptoms 

20 

25 

40 

Involvement  of 

Waldeyer’s  ring 

2 

10 

<1 

Gastrointestinal  tract 

7 

20 

<1 

Bone  marrow 

25 

15 

5 

Involvement  at 
laparotomy  of: 

Mesenteric  nodes 

33 

15 

1 

Spleen 

40 

10 

33 

Liver 

20 

10 

<5 

Localized  extra- 
lymphatic involve- 

ment  (‘E’) 

5 

15 

10 

Contiguous  spread 

80 

90 

90 

(stages  H-IIIE) 

Advanced  (clinical  stage 
“Modified  after  Jones,  S.  E. 

IV)  40 

(Reference  6). 

40 

15 
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parent  cures  in  some  of  these  patients. 

Burkitt’s  lymphoma  ( diffuse  undifferentiated 
lymphoma,  DU ) is  rarely  seen  in  this  country 
but  requires  special  mention.  A significant  pro- 
portion of  these  patients  achieve  complete  re- 
mission with  high  dose  cyclophosphamide  ther- 
apy used  as  a single  agent  intermittently.  A few 
of  these  patients  are  apparently  cured. 

Treatment  with  multiple  drug  combinations 
has  shown  improved  results  over  single  agent 
therapy  in  large  groups  of  patients  with  non- 
Hodgkin's  lymphoma.  The  combination  most 
frequently  used  is  cyclophosphamide  ( Cytoxan, 
Mead-Johnson ),  vincristine  (Oncovin,  Lilly) 
and  prednisone,  the  so-called  COP  regime.  The 
dosages  generally  used  are  cyclophosphamide 
800  mg.  per  meter  squared  (body  surface  area), 
vincristine  2 mg.,  and  prednisone,  60  mg.  per 
meter  squared.  Cyclosphamide  and  vincristine 
are  given  intravenously  on  Day  1 and  prednisone 
is  given  daily  in  divided  doses  by  mouth  for 
five  days.  Antacid  coverage  is  usually  adminis- 
tered with  the  prednisone.  If  toxicity  permits 
the  5 day  course  is  repeated  every  two  weeks 
until  the  patient  is  in  remission  or  until  it  is 
obvious  that  response  will  take  place.  Toxic 
side-effects  of  cyclophosphamide  include  bone 
marrow  depression,  alopecia,  nausea  and  hem- 
orrhagic cystitis.  Because  of  the  latter,  it  is  well 
to  accompany  administration  by  advice  to  in- 
crease fluid  intake  and  to  get  up  during  the 
night  to  empty  the  bladder.  Vincristine  has  little 
marrow  toxicity  but  does  cause  a severe  periph- 
eral neuropathy,  the  initial  sign  of  which  is  usu- 
ally parethesias  of  the  fingertips.  It  also  causes 
alopecia.  The  side  effects  of  Prednisone  are  well- 
known.  Using  this  combination,  tumor  regression 
(complete  plus  partial  remission)  occurs  in  80- 
90%  of  patients,  but  more  important,  a complete 
remission  rate  of  from  30-50%  and  a twelve 
month  survival  of  80-90%  has  been  reported  de- 
pending upon  the  histologic  classification  of  the 
lymphoma.  Other  more  intensive  combinations 
have  also  been  employed.3 

Maintenance  therapy  is  superior  to  non-main- 
tenance in  prolonging  remissions.  This  may  be 
carried  out  with  single  agents  given  either  daily 
or  intermittently  or  with  5 day  courses  of  COP 
given  monthly. 


Due  to  the  increased  toxicity  or  because  of 
factors  beyond  the  control  of  the  physician,  it 
may  be  desirable  to  use  single  agent  therapy  in 
the  individual  patient.  A complete  remission  may 
be  obtained  in  40-50%  of  patients  with  nodular 
lymphomas  (about  10%  of  those  with  diffuse 
lymphomas)  and  partial  tumor  regressions  in 
many  others  by  using  cyclophosphamide  or  chlo- 
rambucil as  single  agents.4  Vincristine,  vinblas- 
tine, procarbazine,  and  prednisone  as  single 
agents  can  induce  worthwhile  tumor  regressions 
as  well. 

Bleomycin  ( Blenoxane,  Bristol ) a newly  avail- 
able compound,  is  active  in  about  50%  of  non- 
Hodgkin’s  lymphomas.  Its  chief  advantage  from 
the  standpoint  of  toxicity  is  that,  like  vincristine 
and  prednisone,  it  has  no  marrow  toxicity.  It 
may  produce  skin  and  nail  changes.  It  may  also 
produce  pulmonary  fibrosis  which  is  closely  re- 
lated and  sometimes  fatal.  This  is  seen  with  in- 
creasing frequency  above  an  accumulated  dose 
of  400  units.  Rarely,  bleomycin  may  produce  an 
anaphylactic-like  response  with  chills,  fever, 
shock  and  thrombocytopenia  which  has  some- 
times been  fatal.  A test  dose  of  bleomycin  should 
be  given  before  full  therapeutic  doses  are  used. 

Radiotherapy  is  an  effective  mode  of  treat- 
ment in  non-Hodgkin’s  lymphoma,  although  the 
proportion  of  long-term  survivors  and  cures  as 
are  seen  in  Hodgkin’s  disease  are  generally  not 
obtained.  Again,  patients  with  nodular  lympho- 
mas appear  to  respond  better  to  radiotherapy. 
Radiation  is  usually  reserved  for  those  with 
localized  nodal  or  extranodal  disease  or  in  those 
who  have  failed  or  no  longer  respond  to  chemo- 
therapy and  require  palliation. 

Events  have  moved  rapidly  in  the  lymphoma 
field  and  ongoing  studies  suggest  that  many  of 
our  present  recommendations  will  be  changed 
within  the  next  few  years.  For  those  desiring 
a more  comprehensive  review  of  lymphomas,  I 
suggest  references  2,  5,  and  6. 

INVESTIGATIONAL  TREATMENT 
STEPHEN  E JONES,  M.D. 

Many  changes  are  occurring  in  our  thinking 
about  the  non-Hodgkin’s  lymphomas  related  spe- 
cifically to  an  improved  understanding  of  the 

Section  of  Hematology  and  Oncology,  University  of  Arizona 
College  of  Medicine,  Tucson,  A Z (Dr.  Jones). 
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clinical  features  and  prognostic  factors  enumer- 
ated by  Dr.  Bunting. 

STAGING 

A thorough  assessment  of  the  extent  of  spread 
of  the  lymphoma  is  crucial  if  proper  therapeutic 
decisions  are  to  be  made  at  the  time  of  initial 
diagnosis.  In  addition  to  usual  techniques  such 
as  bipedal  lymphography  and  whole  lung  tom- 
ography, a bone  marrow  core  biopsy  (obtained 
with  a Jamshidi  or  YVesterman-Jensen  needle) 
or  an  open  surgical  bone  biopsy  is  critical  for 
identifying  marrow  involvement  early  in  the 
work-up.  Bone  marrow  aspirates  are  not  nearly 
as  useful.  Furthermore,  liver  biopsy  and  laparos- 
copy have  also  proved  to  have  a high  diagnostic 
yield,  especially  in  lymphocytic  lymphomas. 

Although  exploratory  laparotomy  and  splenec- 
tomy are  frequently  employed  in  the  staging  of 
Hodgkin’s  disease,  the  role  of  this  procedure 
for  patients  with  non-Hodgkin’s  lymphomas  is 
still  under  investigation.  The  findings  at  lap- 
arotomy result  in  a change  of  stage  in  about  one 
third  of  cases  ( 10%  less  advanced,  20%  more 
advanced)7  Nonetheless,  if  one  has  a negative 
liver  biopsy,  bone  marrow  biopsy,  and  lymphan- 
giogram,  the  probability  of  discovering  other- 
wise occult  disease  in  the  abdomen  appears  to 
be  less  than  20%.  My  own  preference  is  to  em- 
ploy staging  in  patients  ( 1 ) who  are  younger  or 
in  good  general  condition,  (2)  where  findings 
would  influence  my  choice  of  therapy  (e.g., 
radiotherapy  versus  chemotherapy,  or,  ( 3 ) where 
the  disease  appears  localized,  and  I am  strongly 
considering  the  use  of  radiotherapy  with  a cura- 
tive intent. 

Tumor  scanning  has  recently  been  added  to 
the  useful  tools  employed  in  staging.  Gallium-67 
citrate  is  the  best  known  agent,  but  new  radio- 
pharmaceuticals are  now  available.  We  have 
been  evaluating  Indium-111  labeled  bleomycin 
(see  Dr.  Bunting’s  description  of  bleomycin)  as 
a tumor  scanning  agent.  We  found  in  over  100 
scans  on  lymphoma  patients  that  the  overall 
accuracy  in  defining  individual  sites  of  involve- 
ment has  been  greater  than  90%.  Although  not  an 
ideal  tumor  scanning  agent,  this  is  an  exciting, 
non-invasive  approach  to  judging  the  extent  of 
spread  of  lymphoma  and  for  providing  useful 


follow-up  information  during  and  after  treat- 
ment. 

TREATMENT 

Several  new  approaches  to  chemotherapy  com- 
bining bleomycin  or  a nitrosourea  drug  ( BCNU ), 
or  the  new  anthracycline  antibiotic,  adriamycin, 
with  standard  agents  (e.g.,  COP)  have  resulted 
in  improved  complete  remission  rates,  particu- 
larly for  patients  with  diffuse  lymphomas.  Cur- 
rent studies  of  adriamycin,  cytoxan,  bleomycin, 
vincristine,  and  prednisone  in  combination  are 
underway  by  several  groups.  Another  avenue  to 
be  explored  is  the  addition  of  immunotherapy, 
eg,  BCG  immunization,  to  induction  or  mainte- 
nance chemotherapy.  We  are  currently  propos- 
ing to  conduct  such  a study  with  the  Southwest 
Oncology  Group. 

As  in  Hodgkin’s  disease,  many  ongoing  trials 
are  evaluating  combinations  of  radiotherapy  and 
chemotherapy.  Moreover,  in  selected  patients 
with  lmphocytic  lymphomas  whole  body  irradia- 
tion appears  to  be  highly  successful  in  inducing 
complete  tumor  regressions  and  is  currently  be- 
ing studied  in  several  radiotherapy  centers. 

Some  of  these  new  chemotherapy,  chemoim- 
munotherapy,  or  combined  modality  programs 
are  considerably  more  complex  and  somewhat 
more  toxic  than  standard  COP  regimes  or  single 
agent  therapy  and  their  use  for  any  individual 
patient  must  be  carefully  and  individually  weigh- 
ed against  other  factors.  Nonetheless,  I believe 
the  results  of  these  new  programs  will  offer  many 
more  patients  the  opportunity  of  prolonged  dis- 
ease-free survival  not  observed  with  less  inten- 
sive programs  and  suggest  to  me  that  the  thera- 
peutic successes  in  Hodgkin’s  disease  may  soon 
be  repeated  with  the  non-Hodgkin’s  lymphomas. 
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The  Arizona  Obstetrical  and  Gynecological 
Society,  and  the  Arizona  Section  of  the  Amer- 
ican College  of  Obstetricians  and  Gynecologists 
believe  that  there  is  a definite  need  to  establish 
a viable  line  of  communication  between  the 
members  of  our  specialty  and  other  practicing 
physicians  in  the  state.  The  traditional  format 
of  medical  journals,  which  has  presented  iso- 
lated articles  on  specific  topics,  has  not  pro- 
vided a forum  for  a meaningful  discussion  be- 
tween physicians  concerning  many  of  their  com- 
mon interests  and  problems,  in  this  case,  the 
care  of  the  female  patient.  The  above  men- 
tioned organizations  therefore  have  requested, 
and  received  permission  to  have  a monthly  page 
in  Arizona  Medicine,  so  as  to  be  able  to  bring 
these  problems  to  the  attention  of  our  felolw 
physicians  in  the  state. 

These  presentations  will  begin  with  the  next 
issue  of  Arizona  Medicine,  in  July,  1974.  It  is 
hoped  that  they  will  be  informational  on  the 
practice  level,  dealing  primarily  with  significant 
and  pertinent  problems  in  clinical  obstetrics  and 
clinical  gynecology.  However,  we  certainly  do 
not  want  it  to  become  a one  way  street,  with  a 
group  of  specialists  selecting  the  material  they 
feel  is  important  for  discussion,  without  the  very 
vital  and  necessary  input  from  the  practicing 
physicians  in  our  state.  Not  only  does  the  Society 
and  the  Section  welcome  any  suggestions  and 
recommendations  but  some  of  the  monthly  pages 
will  offer  an  opportunity  for  petinent  questions 
and  answers,  as  well  as  for  the  presentation  and 
discussion  of  clinical  cases. 

The  value  of  this  approach,  especially  that  of 
case  presentations  and  questions  and  answers, 
has  been  amply  demonstrated  in  past  years  in 
our  specialty  by  the  experience  of  state  maternal 


mortality  committees.  These  groups  have  shown 
that  a thorough  and  frank  discussion  of  clinical 
cases  can  be  a significant  educational  experience, 
and  has  been  a significant  factor  in  the  lowering 
of  the  incidence  of  maternal  mortality.  Along  this 
line,  we  do  plan  to  have  case  reports  and  dis- 
cussions from  our  own  State’s  Maternal  Mor- 
tality Committee. 

It  is  hoped  that  in  the  following  months  and 
years  we  can  discuss  such  topics  as  the  use  and 
abuse  of  estrogenic  hormone  therapy,  the  com- 
plications and  contraindications  of  the  birth  con- 
trol pill  as  well  as  other  methods  of  contracep- 
tion and  sterilization,  along  with  the  current 
thinking  in  the  ovulation  induction,  artificial  in- 
semination and  the  medical  and  surgical  man- 
agement of  infertility.  We  certainly  will  be  dis- 
cussing various  aspects  of  the  management  of 
the  high  risk  pregnancy,  not  only  the  purely  med- 
ical aspects  but  also  problems  such  as  the  re- 
gionalization of  obstetrical  care.  And  last,  but 
far  from  least,  we  would  like  to  discuss  marital 
and  sexual  counselling,  the  problems  brought  on 
by  the  woman’s  changing  role  in  our  society,  and 
the  new  and  challening  concepts  that  women 
now  have  of  themselves  in  their  role  as  an  ob- 
stetrical and  gynecological  patient. 

The  members  of  the  Arizona  Obstetrical  and 
Gynecological  Society,  and  the  Arizona  Section 
of  the  American  College  of  Obstetricians  and 
Gynecologists  have  committed  themselves  to  un- 
dertaking this  project  and  to  assuring  its  contin- 
uation. Its  success  depends,  however,  on  the 
active  interest  of  our  fellow  physicians  in  the 
state,  and  we  therefore  not  only  would  welcome 
hearing  from  you,  but  we  actively  encourage 
your  participation  in  this  endeavor. 

DAVID  PENT,  M.D. 
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THE  CRIMINAL  LAW 


william  b.  McGrath,  m.d. 


If  we  remove  the  traditional  blindfold  from 
the  statue  of  justice,  whom  do  we  recognize? 
Alice  in  Wonderland! 

The  law  seldom  means  what  it  says  or  says 
what  it  means  or  does  what  it  says  it  is  going  to 
do.  A business  could  not  operate  a single  day 
on  such  confusing  principles  and  sloppy  meth- 
ods. Any  science  and  any  other  profession  would 
be  discredited  and  scorned. 

Plea  bargaining,  pleading  guilty  to  a lesser 
charge,  is  expedient  — and  grossly  dishonest.  It 
sets  a sick  example  for  the  criminal.  It  is  the 
stereotype  of  the  used  car  salesman,  turning  back 
the  odometer  and  haggling  over  the  price.  A 
known  pervert  exposed  himself  to  a couple  ten 
year  old  girls.  In  attempting  to  escape  pursuing 
officers,  he  exceeded  the  speed  limit  and  ran  a 
red  light.  The  next  day  he  reported  contemptu- 
ously that  he  had  pleaded  guilty  to  reckless 


driving.  A tender-hearted  engineer  might  sub- 
stitute cardboard  for  steel? 

The  exhibitionist  might  have  been  let  out  on 
one  thousand  dollars  bail.  Does  that  mean  what 
it  says?  Not  quite.  With  a bondsman  at  hand  he 
only  has  to  put  up  a hundred  dollars. 

The  sentence  for  a given  crime  can  apparent- 
ly range  from  probation  to  ten-to-twenty  years 
in  prison.  That  amount  of  latitude  is  absurd  in 
itself  and  meaningless  to  the  dull-witted  crim- 
inal. The  term  ten-to-twenty  actually  means 
about  three  to  seven  — again  a margin  of  error 
or  misrepresentation  which  would  be  intoler- 
able in  any  other  context.  The  parole  board, 
after  a “decent  interval,  can  completely  contra- 
dict the  judge  and  jury  who  had  full  and  vivid 
exposure  to  the  evidence  at  the  trial. 

Many  prisoners  are  paroled  whose  crimes  have 
a quality  which  almost  guarantees  their  repeti- 
tion, no  matter  how  long  the  time  served.  The 
key  term  is  the  degree  of  dehumanizing  inflicted 
on  the  victim,  as  in  child-molestation  or  rape 
or  unprovoked  brutality  in  the  course  of  a rob- 
bery. 

Pious  untruths  bid  farewell  to  the  released 
offender:  “He  has  paid  his  debt  to  society.” 
Society  is  a non-existent  generalization.  The  bur- 
glar has  not  replaced  stolen  articles  of  more  than 
monetary  value.  He  has  not  paid  for  the  installa- 
tion of  the  burglar  alarm  system.  He  has  not 
made  restitution  for  the  fear  and  indignity  of  his 
intrusion  nor  relieved  us  of  the  apprehension  of 
coming  home  at  night. 

The  term,  penitentiary,  is  a misnomer.  Most 
of  the  inmates  are  not  there  doing  willing  pen- 
ance. When  the  topic  of  sentencing  and  imprison- 
ment is  discussed,  four  purposes  are  usually 
taken  into  consideration:  protection  of  society, 
punishment,  rehabilitation  and  deterrence.  This 
breaks  a very  important  rule  of  rational  judg- 
ment. The  rule  is:  for  one  act  only  one  motive. 
This  is  hard  for  people  to  understand.  If  we 
decide  that  protection  of  society  is  paramount 
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then  the  other  motives  are  diluting  and  irrele- 
vant. We  cannot  effectively  reach  for  more  than 
one  goal  at  a time. 

Application  of  the  rule  — one  act,  one  mo- 
tive — is  absolute  sanity.  An  illustration  might 
help.  When  the  radiologist  is  interpreting  an  X- 
ray  we  want  him  to  focus  all  of  his  attention, 
all  of  his  faculties,  on  the  interpretation  itself. 
He  will  be  ineffectual  if  simultaneously  he  is 
trying  to  sell  himself,  trying  to  impress  the 
nurses,  atoning  for  his  sins,  thinking  of  how  he 
will  spend  his  fee,  looking  out  the  corner  of  his 
eye  to  see  if  he  is  getting  ahead  of  his  competi- 
tors, hurrying  to  be  finished  so  that  he  can 
have  his  evening  cocktail.  So  with  the  pilot  of 
the  plane  or  the  steelworker  building  a bridge. 

Again  with  the  tolerances.  The  engineer  can- 
not say  ten  to  twenty  feet  and  presume  maybe 
three.  We  have  to  trust  the  nurse  to  inject 
exactly  fifty-five  units  of  insulin.  The  surgeon 
cannot  remove  only  part  of  a diseased  gall 
bladder  for  the  reason  that  the  patient  comes 
from  good  family  or  is  married  and  has  children 
to  support. 

One  act,  one  motive.  One  crime,  one  penalty 
and  only  one  reason  for  the  penalty:  the  pro- 
tection of  society. 

Judges  and  parole  boards  understandably  want 
to  reserve  the  right  to  be  fair,  to  be  humane  and 
merciful.  But  they  pay  the  price  of  inconsis- 
tencies which  would  earn  them  ridicule  and 
rejection  in  any  other  field.  When  a judge  tries 
to  be  humane,  relative  injustices  are  sure  to  re- 
sult. Each  judge  has  his  individual  and  subjec- 


tive prejudices.  One  is  liberal,  another  conserva- 
tive; one  is  lenient,  another  strict.  This  is  arbi- 
trary and  unfair  both  to  the  public  and  to  the 
defendant.  No  other  profession  can  indulge  or 
tolerate  a wide  range  of  subjective  biases. 

The  judge  looks  for  mitigating  circumstances. 
This,  too,  can  be  error.  The  more  plausible  and 
circumstantial  the  excuses  for  an  act  the  more 
likely  its  repetition  in  the  same  circumstances. 
This,  by  the  way,  is  the  fallacy  of  probation  for 
first  offenders.  If  the  first  offense  meets  harsh 
and  absolutely  predictable  consequences,  it  may 
be  a learning  experience.  If  the  consequences  of 
an  act  are  almost  totally  unpredictable,  then 
criminals  can  hardly  be  blamed  for  not  think- 
ing about  the  consequences. 

The  law  has  clear  and  precise  definitions  of 
almost  any  imaginable  crime.  The  only  objec- 
tive or  scientific  task  should  be  to  determine 
whether  a given  offense  fits  the  description  of 
a certain  crime.  And  that  crime  should  call  for 
a predetermined  penalty. 

In  disciplined  reasoning  one  demands  that  a 
statement  be  precise,  verfiable  and  predictive  of 
exact  results,  preferably  in  mathematical  terms. 
If  the  law  wants  to  be  more  effective  and  earn 
more  respect,  it  will  have  to  begin  applying  the 
same  hard  disciplines  as  have  been  adopted  by 
every  other  profession  and  by  science  and  espe- 
cially by  the  successful  businessmen  of  the  world. 
They  say  what  they  mean  and  they  mean  what 
they  say  and  they  do  exactly  what  they  say  they 
are  going  to  do.  They  merit  our  cooperation  and 
confidence. 
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Topics  Of 

Current 

Medical  Interest  J 

INFORMED  CONSENT  IN  FOCUS 


The  matter  of  "informed  consent"  should  be  of  great  concern  to  all  Arizona  phy- 
sicians. At  the  recommendation  of  the  Medical  Economics  Committee  we  are 
publishing  the  following  two  articles  which  we  hope  will  be  of  help  to  you. 


HOWARD  HASSARD,  ESQ. 

Legal  Counsel 

California  Medical  Association 

The  legal  concept  of  “informed  consent”  has 
been  thrust  upon  the  medical  profession  rather 
precipitously  and,  for  many  physicians,  without 
warning.  To  act  and  react  intelligently  and  in  the 
best  interest  of  both  patient  and  physician,  sev- 
eral vital  points  need  to  be  in  focus. 

1.  “Informed  consent”  did  not  develop  in  a 
vacuum.  For  at  least  a decade  in  the  United 
States  and  elsewhere  the  protection  of  the  indi- 
vidual against  the  giants  of  mechanized  and  com- 
puterized society  has  been  promoted,  developed 
and  imposed  upon  all.  This  protection,  under  the 
general  label  of  “consumerism,”  manifests  itself 
in  many  ways.  Essentially,  it  is  a revolt  against 
mass  advertising,  mass  production,  mass  distri- 
bution, mass  everything.  It  has  taken  root  and  it 
is  flowering.  It  has  been  said  that  consumerism 
is  a magic  word  in  contemporary  society. 


A basic  concept  of  consumerism  is  that  every 
individual  has  a “right  to  know”  and  a right  to 
make  his  own  decision,  uncoerced  by  television 
or  any  other  overpowering,  brain-washing  tech- 
nique. The  legal  doctrine  of  informed  consent  is 
one  among  hundreds  of  manifestations  of  the 
concept  of  the  right  to  know  and  to  make  one’s 
own  decisions,  good,  bad  or  indifferent.  To  un- 
derstand what  the  courts  are  saying  on  informed 
consent,  one  must  relate  the  concept  to  the  whole 
— the  whole  being  protection  of  the  individual. 

2.  While  the  legal  requirement  of  informed 
consent  in  medicine  is  stated  in  terms  of  telling 
the  patient  about  risks  and  alternates,  there  is 
nothing  in  the  law  or  in  the  concept  of  informed 
consent  that  mandates  presentation  of  a negative 
or  fear-provoking  approach  to  the  patient.  In 
Cobbs  vs.  Grant  the  California  Supreme  Court 
held  that  a legally  valid  consent  requires  that 
the  physician  convey  all  information  necessary 
for  the  patient  to  make  a knowledgeable  deci- 
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sion.  Although  to  date  cases  before  courts  have 
involved  issues  that  have  resulted  in  an  emphasis 
on  the  negative  aspects  of  the  “tell  it  like  it  is” 
rule,  the  patient’s  right  to  know  includes  all 
essential  information;  in  other  words,  the  positive 
as  well  as  the  negative,  the  benefits  as  well  as 
the  risks.  Therefore,  in  approaching  application 
and  implementation  of  informed  consent  on  a 
real  life  physician-patient  basis,  it  would  appear 
essential  for  the  physician  to  give  equal  billing 
to  the  benefits  of  a procedure  — to  the  good  that 
it  may  do  and  the  reasons  it  is  recommended. 

3.  There  is  nothing  new  in  the  requirement  of 
consent  to  any  procedure  that  involves  bodily 
contact.  Without  consent,  any  bodily  contact 
that  involves  possibility  of  harm  is  an  assault 
or  battery.  Hence,  consent,  express  or  implied, 
has  always  been  necessary  to  elective  surgical 
procedures  and  to  other  procedures  involving 
bodily  contact.  The  newness  is  in  the  word  “in- 
formed.” The  concept  that  the  patient  has  a right 
to  know,  coupled  with  a right  to  make  his  own 
decision  on  the  basis  of  knowledge,  is  the  new 
development.  This,  however,  changes  traditional 
concepts.  No  longer  does  a printed  form  suffice. 
It  neither  implies  nor  proves  that  the  signer  had 
any  information  whatsoever.  No  longer  can  the 
task  of  obtaining  consent  be  routinely  delegated 
to  aides  and  assistants.  In  Cobbs  vs.  Grant  the 
California  Supreme  Court  made  it  very  clear  that 
informing  the  patient  is  the  duty  of  the  physi- 
cian. Consent  without  adequate  information  on 
which  to  form  a judgment  is  no  longer  legally 
sufficient.  The  Court  also  said  a patient  may 
decline  information.  This  is  fine  if  the  decision 
and  the  expressed  wish  not  to  be  informed  orig- 
inate solely  with  the  patient,  but  is  a slender 
reed  indeed  if  suggested  or  stimulated  in  any 
way  by  the  physician. 

4.  What  should  the  physician  do  now  to  obtain 


a legally  sufficient  consent?  First,  he  must  de- 
velop methods  suitable  to  him  and  his  practice 
to  acquaint  patients  with  the  benefits,  risks  and 
alternates  to  procedures  that  involve  bodily  con- 
tact, hence  requiring  consent.  Any  method  that 
will  achieve  the  legally  required  objective  is  ac- 
ceptable. The  use  of  specially  prepared  booklets 
or  monographs  can  be  a desirable  tool  in  many 
instances.  In  other  situations  perhaps  spoken 
communication  will  be  the  most  satisfactory.  The 
task  of  “informing"  does  not  lend  itself  to  mass 
production.  In  addition  to  developing  informa- 
tion techniques,  the  physician  needs  to  under- 
stand what  will  give  him  the  most  protection  in 
a court  of  law.  First,  the  signature  of  the  patient 
on  any  paper  is  not  necessarily  helpful.  Signature 
on  an  explanatory  document  that  is  written  in 
plain  English,  is  of  some  help;  signature  on  a 
complicated  instrument,  cast  in  stilted  medical 
or  legal  terms,  is  most  likely  useless  and  possibly 
harmful.  Probably  the  most  helpful  to  the  physi- 
cian is  his  own  entry  in  his  record  of  the  patient, 
entered  as  soon  as  possible  after  making  the  ex- 
planation and  securing  consent.  The  entry  should 
briefly  summarize  the  discussion  with  the  pa- 
tient and  identify  the  patient’s  basic  responses. 
As  a “record  made  in  the  ordinary  course  of  busi- 
ness,” it  is  entitled  to  great  weight. 

5.  Why  bother  with  an  “informed  consent”0 
Clearly,  if  the  medical  management  of  a patient 
results  in  a satisfactory  conclusion,  the  presence 
or  absence  of  an  informed  consent  is  highly  un- 
likely to  surface.  On  the  other  hand,  if  a bad 
result  occurs,  the  absence  of  an  “informed  con- 
sent” can  be  the  ground  on  which  a malpractice 
suit  is  constructed,  even  though  the  medical  or 
surgical  care  furnished  was  of  top  quality  and 
in  nowise  negligent.  The  real  impact  of  the  doc- 
trine of  informed  consent  on  the  practicing  phy- 
sician is  that  it  creates  a new  and  additional 
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framework  for  a malpractice  suit.  Total  absence 
of  consent  has  always  been  the  ground  for  an 
assault  and  battery  complaint;  but  now  a consent 
obtained,  but  without  adequately  informing  the 
patient,  though  it  may  protect  against  an  assault 
and  battery  suit,  will  not  protect  against  a suit 
based  on  lack  of  “informed"  consent. 

The  requirement  of  informed  consent  is  not 
all  bad.  Various  studies  have  demonstrated  that 
the  patient  who  refuses  risky  surgery  when  the 
risks  are  explained  is  also  quite  likely  to  be  the 
suit  prone  patient.  So  perhaps  implementation  of 
the  informed  consent  concept  may  prevent  some 
malpractice  suits  that  would  otherwise  have  oc- 
curred. Be  that  as  it  may,  one  thing  is  certain 
and  that  is  that  the  plaintifs  lawyers  will  allege 
lack  of  informed  consent  as  a routine  matter  in 
future  malpractice  suits. 

This  editorial  is  reprinted  with  permission  from  Cali- 
fornia Medicine,  November  1973. 


INFORMED  CONSENT 

WALTER  CHEIFETZ 

Legal  Counsel 

Arizona  Hospital  Association 

INTRODUCTION 

A patient  has  the  right  to  receive  from  the 
physician  who  is  to  perform  a procedure,  infor- 
mation concerning  the  nature  of  the  procedure, 
the  material  risks  and  hazards  inherent  in  the 
procedure,  the  anticipated  results  and  the  alter- 
natives, if  any,  to  the  procedure.  The  physician 
has  a duty  to  give  such  information  to  the  pa- 
tient so  that  the  patient  can  make  an  intelligent 
judgment  and  give  his  informed  consent  to  the 


procedure  or  decide  to  take  his  chances  with- 
out it.  This  right  of  the  patient  to  know  was  re- 
cently recognized  by  the  American  Hospital  As- 
sociation in  its  promulgation  of  the  Patient’s  Bill 
of  Rights  (see  Memorandum  8 of  January  10, 
1974).  The  unresolved  issues  center  around  what, 
if  any,  duty  hospitals  have  to  see  to  it  that  the 
physicians  have  done  their  jobs  in  giving  their 
patients  the  necessary  information  for  an  in- 
formed consent. 

THEORIES  OF  LIABILITY  IN  THE 
ABSENCE  OF  SUFFICIENT  DISCLOSURE 

Some  courts  have  held  that  treatment  without 
an  informed  consent  is  the  equivalent  of  treat- 
ment without  consent  so  that  it  constitutes  a 
technical  battery  for  which  there  is  civil  liability. 
The  prevailing  view  however  is  that  the  failure 
adequately  to  apprise  the  patient  of  alternatives 
and  risks  is  an  act  of  per  se  negligence  which 
upon  evidence  of  resultant  harm  gives  rise  to 
liability  for  damages. 

In  1965  the  Arizona  Court  of  Appeals  ruled 
on  the  subject  of  informed  consent  in  Shetter  v. 
Rochelle,  2 Ariz.  App.  358,  400  P.2d  74.  In  this 
case  the  Arizona  court  said: 

“In  view  of  the  psychosomatic  problems  in- 
volved, in  disclosure  by  the  doctor,  we  refuse 
to  hold  . . . that  failure  to  disclose  all  . . . rea- 
sonable and  recognized  risks  . . . inherent  in 
an  operation  ipso  facto  renders  a consent  in- 
effectual . . . summarizing,  we  hold  that  a con- 
sent to  a surgical  procedure  is  effectual  if  the 
consenter  understands  substantially  the  nature 
of  the  surgical  procedure  attempted  and  the 
probable  results  of  the  operation.  This,  as  a 
matter  of  law,  constitutes  an  informed  con- 
sent, . . . given  an  informed  consent,  liability, 
if  any,  must  be  predicated  in  malpractice.  In 
malpractice,  the  duty  of  the  physician  to  dis- 
close is  determined  by  the  normal  practices  of 
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his  profession  in  the  particular  community.” 
This  ruling  was  reaffirmed  by  the  same  court 
in  1969  in  the  case  of  Frlske  v.  Soland,  8 Ariz. 
App.  585,  448  P.2d  429. 

SUFFICIENCY  OF  DISCLOSURE 
While  the  courts  are  not  in  agreement  as  to  the 
extent  of  the  duty  to  disclose  the  prevailing 
standard,  which  appears  to  have  been  adopted 
in  Arizona,  measures  the  duty  to  disclose  either 
by  the  prevailing  community  custom  and  prac- 
tice or  by  the  disclosure  that  the  average  rea- 
sonable local  practitioner  would  make  in  like 
or  similar  circumstances.  This  standard  requires 
the  court  to  establish  the  professional  custom 
in  a given  situation  and  has  been  the  subject  of 
frequent  criticism.  The  existence  of  established 
customs  reflecting  any  real  professional  consen- 
sus on  disclosure  has  been  questioned.  Moreover, 
the  right  of  the  medical  profession  to  establish 
its  own  standards  of  disclosure  has  been  chal- 
lenged because  the  patient’s  need  for  informa- 
tion is  a need  arising  out  of  the  legal  right  to 
decide  and  not  a medical  need.  On  the  other 
hand,  the  Arizona  rule  tends  to  protect  physi- 
cians from  unwarranted  liability  which  could 
result  from  the  speculations  of  a jury  sympa- 
thetic to  the  patient  as  to  what  should  have 
been  disclosed  to  the  patient.  The  physician  has 
some  protection  under  the  present  Arizona  law 
because  it  is  unlikely  that  a malpractice  case 
based  upon  an  alleged  lack  of  informed  consent 
can  be  established  in  the  Arizona  courts  in  the 
absence  of  medical  testimony  showing  that  the 
disclosures  made  by  the  defendant  physician 
were  below  those  normally  made  by  the  average 
reasonable  local  practitioner  in  similar  circum- 
stances. Another  standard,  which  has  an  increas- 
ing number  of  adherents,  requires  disclosure 
of  only  material  risks  — risks  that  a reasonable 
person  knowing  what  the  physician  knows  or 
should  know,  would  be  likely  to  consider  signifi- 
cant in  deciding  whether  or  not  to  undergo  the 
proposed  treatment.  This  approach  requires  dis- 
closure of  the  risks  that  a reasonable  man  would 
deem  material  rather  than  the  disclosure  to  which 
the  medical  profession  is  accustomed.  It  looks 
to  the  probable  state  of  mind  of  a hypothetical, 
reasonable  patient.  Some  physicians  have  ob- 
jected to  the  use  of  the  special  forms  because 
they  feel  that  the  listing  of  specific  risks  and 
hazards  may  subject  them  to  possible  liability  if 
it  is  demonstrated  that  the  form  omitted  mention 
of  a particular  risk  or  harm.  Some  physicians  have 


stated  that  if  such  forms  were  used,  they  would 
require  in  every  instance  every  conceivable  risk 
to  be  designated.  In  our  opinion  the  listing  of 
material  risks  should  suffice.  The  cataloging  of 
every  conceivable  risk  could  be  counter-produc- 
tive in  that  it  would  tend  to  establish  a standard 
of  disclosure  for  physicians  practicing  in  the 
community  that  would  not  be  beneficial  to  the 
patient  nor  the  physician. 

WHEN  DISCLOSURE  IS  NOT 
REQUIRED 

In  emergency  situations,  when  consent  is  im- 
plied, no  disclosure  need  be  made.  Also,  when 
advise  as  to  a risk  would  itself  jeopardize  the 
patient’s  health  (as  when  it  would  induce  shock 
or  render  ineffective  the  treatment)  disclosure 
is  not  required.  A patient  may  waive  disclosure 
if  he  desires  to  remain  ignorant  of  the  risks  of  a 
particular  treatment.  A physician  may  not,  how- 
ever, withhold  information  simply  because  dis- 
closure would  be  likely  to  cause  the  patient  to 
forego  treatment  which  the  physician  considers 
to  be  necessary  for  the  patient’s  health. 

RESPONSIBILITY  OF  THE  HOSPITAL 

When  a hospital  employee  is  to  perform  a pro- 
cedure or  operation  involving  special  risks,  the 
hospital  should  require  the  employee  to  obtain 
an  informed  consent.  Failure  to  do  so  can  result 
in  liability  on  the  part  of  the  hospital  because 
of  the  employment  relationship.  The  same  is 
true  with  respect  to  hospital-based  physicians 
and  physicians  who  serve  at  the  hospital  under 
contractual  arrangements.  They  may  be  found 
by  the  courts  to  be  hospital  employees  although 
they  may  in  fact  function  as  independent  con- 
tractors. 

With  respect  to  medical  staff  members  who 
are  independent  practitioners,  the  courts  in  the 
State  of  California  and  New  York  have  held  that 
the  responsibility  for  assuring  an  informed  con- 
sent rests  with  the  patient’s  physician  and  they 
have  refused  to  impose  liability  on  the  hospital 
when  the  physician  fails  in  his  duty.  While  the 
hospital  has  no  affirmative  duty  to  determine 
whether  the  physician  has  obtained  an  informed 
consent,  the  courts  have  not  yet  squarely  passed 
upon  the  question  of  whether  liability  will  be 
imposed  upon  the  hospital  when  the  hospital, 
through  its  employees,  has  been  put  on  notice 
that  an  informed  consent  has  not  been  obtained. 

ILLUSTRATIVE  FORMS 

Following  this  article  are  sample  forms  which 
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have  been  used  to  confirm  a patient’s  informed 
consent.  These  forms  illustrate  various  approach- 
es to  making  a record  of  disclosures  to  the  pa- 
tient of  the  information  required  for  an  informed 
consent.  These  forms  are  entitled  respectively: 
Consent  to  Operation  or  other  Medical  Services 
( Attachment  I ) ; Consent  to  Diagnostic  Proce- 
dures (Attachment  II);  Consent  to  Heart  Eva- 
luation Exercise  Test  (Attachment  III);  Consent 
to  Angiography  (Attachment  IV);  Consent  to 
Radiation  Therapy  (Attachment  V);  and  Con- 
sent for  Radiologic  Special  Procedure  (Attach- 
ment VI). 

Another  approach  to  the  preparation  of  such 
forms  is  to  spell  out  in  the  printed  form  some  of 
the  significant  information  as  to  material  risks 
and  to  have  the  physician  certify  on  the  form 
that  he  has  made  the  necessary  disclosures  of 
information  to  the  patient.  The  form  entitled 
Consent  for  Radiologic  Special  Procedure”  is 
illustrative  of  this  type. 

Another  alternate  approach  would  be  to  use 
the  standard  basic  consent  forms  and  to  add  to 
them  language  whereby  both  the  patient  and 
the  physician  certify  that  the  necessary  disclo- 
sures have  been  made.  In  utilizing  this  method 
language  such  as  the  following  may  be  added 
to  the  form  before  the  line  for  the  signature  of 
the  patient  or  the  patient’s  representative: 

I hereby  give  my  consent  to  the  perform- 
ance of  the  above  mentioned  procedure  and 
represent  and  certify  that  the  physician(s)  has 
informed  me  of  the  following:  The  chances 
of  success  of  the  proposed  treatment;  the 
usual  risks  or  complications  of  the  proposed 
treatment;  the  alternative  forms  of  treatment; 
the  chances  of  success  of  the  alternative  forms 
of  treatment;  and  the  usual  risks  or  complica- 
tions of  the  alternative  forms  of  treatment.  I 
futher  certify  that  I have  received  a copy  of 
an  explanatory  information  sheet  concerning 
the  proposed  procedure  or  procedures. 

Above  the  line  for  the  signature  of  the  phy- 
sician, on  this  type  of  form,  language  such  as  the 
following  may  be  inserted: 

The  undersigned  physician  hereby  repre- 
sents and  certifies  that  he  has  discussed  with 
the  above  named  patient  or  agent  the  treat- 
ment he  intends  to  use  and  that  he  has  in- 
formed him  of  the  following:  The  chances  of 
success  of  the  proposed  treatment;  the  usual 
risks  or  complications  of  the  proposed  treat- 


ment; the  alternative  forms  of  treatment;  the 
chances  of  success  of  the  alternative  forms  of 
treatment;  and  the  usual  risks  or  complications 
of  the  alternative  forms  of  treatment.” 

In  conjunction  with  the  use  of  this  latter  type 
of  form  the  physicians  using  the  same  would 
prepare  standard  forms  of  information  sheets  for 
each  procedure  that  involves  special  risks  to  the 
patient.  The  information  sheets  explain  the  par- 
ticular procedure,  the  risks,  the  alternate  meth- 
ods of  treatment,  etc. 

RECOMMENDED  PROCEDURE 

Nurses  and  other  non-medical  personnel  should 
not  be  required  to  obtain  a consent  to  a major 
medical  or  surgical  procedure.  The  attending 
physicians  should  discuss  the  proposed  proce- 
dures with  the  patient  and  obtain  the  required 
consent.  It  is  conceivable  that  evolving  stand- 
ards of  practice  will  enable  physicians  to  dele- 
gate their  disclosure  duties,  at  least  in  part,  to 
specially  trained  nurse  practitioners  or  physi- 
cians assistants.  Inasmuch  as  the  physician’s 
duty  to  disclose,  under  Arizona  law,  is  deter- 
mined by  “The  normal  practices  of  his  profes- 
sion in  the  particular  community”  it  is  recom- 
mended that  local  medical  societies  and  physi- 
cian specialty  organizations  develop  without  de- 
lay standardized  explanatory  information  sheets 
concerning  the  disclosures  to  be  made  with 
respect  to  various  procedures  involving  material 
risks  to  the  patient.  The  hospital  should  require 
that  a signed  consent  form  be  in  the  patient’s 
record,  in  non-emergency  situations,  before  ma- 
jor therapeutic  procedures  or  diagnostic  proce- 
dures involving  significant  risks  are  undertaken. 
The  consent  form  should  confirm  that  the  ma- 
terial risks  were  disclosed  and  explained  by  the 
doctor.  With  the  concurrence  of  the  organized 
medical  staff  hospitals  should  give  consideration 
to  revising  the  standard  form  of  “Consent  to 
operation,  etc.,”  by  adding  language  confirming 
that  disclosures  have  been  made.  The  language 
can  be  similar  to  that  suggested  in  the  preced- 
ing section  of  this  article  to  be  inserted 
before  the  line  for  the  patient’s  signature  and 
before  the  line  for  the  physician’s  signature.  Con- 
sent forms  to  be  used  by  hospital  employees  or 
by  hospital-based  physicians  who  might  be  con- 
strued to  be  hospital  employees,  should  be  re- 
viewed by  representatives  of  the  hospital’s  med- 
ical staff  and  administration  and  by  the  hospital’s 
legal  counsel. 
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ATTACHMENT  I 


CONSENT  TO  OPERATION  OR  OTHER  MEDICAL  SERVICES/ 2 


CONSENT  TO  OPERATION  OR 
OTHER  MEDICAL  SERVICES 

1.  I authorize  the  performance  upon  

of  the  following 

(state  "myself"  or  name  of  patient) 

operation : 

(state  name  of  operation) 

to  be  performed  by  or  under  the  direction  of  Dr. 


2.  The  following  have  been  explained  to  me  by 

Dr.  : 

A.  The  nature  of  the  operation: 

(describe  operation) 


B.  The  purpose  of  the  operation: 
(describe  purpose) 


C.  The  possible  alternative  methods  of  treatment: 


(describe  alternative  methods) 


D.  The  possible  consequences  of  the  operation: 
(describe  possible  consequences) 


CONSENT  TO  OPERATION  OR  OTHER  MEDICAL  SERVICES/ 3 

7-  I consent  to  the  photographing  or  televising 
of  the  operations  or  procedures  to  be  performed,  including 
appropriate  portions  of  my  body,  for  medical,  scientific 
or  educational  purposes,  provided  my  identity  Is  not 
revealed  by  the  pictures  or  by  descriptive  texts  accom- 
panying them. 

8.  For  the  purpose  of  advancing  medical  education, 

I consent  to  the  admittance  of  observers  to  the  operating 
room. 

9.  I consent  to  the  disposal  by  hospital  authorities 
of  any  tissues  or  body  parts  which  may  be  removed. 

10.  I am  aware  that  sterility  may  result  from  this 
operation.  I know  that  a sterile  person  is  incapable  of 
becoming- a parent. 

11.  I acknowledge  that  I have  read  this  document 
in  its  entirety  and  that  I fully  understand  it  and  that 
all  blank  spaces  have  been  either  completed  or  crossed 
off  prior  to  my  signing. 

(CROSS  OUT  ANY  OF  THE  ABOVE 
PARAGRAPHS  WHICH  DO  NOT  APPLY) 


E.  The  risks  involved: 

(describe  risks  involved) 


R.  The  possibility  of  complications: 
(describe  possible  complications ) 


3-  I understand  that  the  explanation  that  I have 
received  is  not  exhaustive  and  that  other,  more  remote 
risks  and  consequences  may  arise.  I have  been  advised 
that  If  I desire  a mere  detailed  and  complete  explanation 
of  any  of  the  foregoing,  such  explanation  will  be  given  me. 
l\.  I do  not  request  such  explanation. 

5-  Additionally,  I consent  to  the  performance  of 
operations  and  procedures  In  addition  to  or  different 
from  those  now  contern  plated,  whether  or  not  arising  from 
presently  unforeseen  conditions,  which  the  above-named 
doctor  or  his  associates  may  consider  necessary  or  advisable 
during  the  course  of  the  operation.  Under  no  circumstances, 
however,  do  I consent  to  


(state  nature  and  extent  of  operation) 


6.  I acknowledge  that  I have  received  no  warranties 
or  assurances  with  respect  to  the  benefits  to  be  realized 
or  consequences  of  the  aforementioned  procedure. 


ATTACHMENT  II 


CONSENT  TO  DIAGNOSTIC  PROCEDURES 

1.  I authorize  the  performance  upon  

(state  "myself" 

of  the  following  diagnostic  pro- 

or  name  of  patient) 

cedure  to  be  performed  by  or  under  the  direction  of  Dr. 


2. 

Dr. 

The 

following  have  been  explained  to  me  by 

A. 

The 

nature  of  the  procedure: 

(describe  procedure) 

B. 

The 

purpose  of  the  procedure: 

(describe  purpose) 

C. 

The 

possible  alternative  methods  of  diagnosis: 

(describe  alternative  methods) 

D. 

The 

possible  consequences  of  the  procedure: 

(describe  possible  consequences) 


CONSENT  TO  DIAGNOSTIC  PROCEDURES/2 


ATTACHMENT  III 


E.  The  risks  Involved: 


(describe  rinks  involved) 


CONSENT  TO  HEART  EVALUATION 
EXERCISE  TEST 


F.  The  possibility  of  complications: 

(describe  possible  complications) 


3.  I understand  that  the  explanation  that  I have 
received  is  not  exhaustive  and  that  other,  more  remote 
risks  and  consequences  may  arise.  I have  been  advised 
that  if  I desire  a more  detailed  and  complete  explana- 
tion of  any  of  the  foregoing,  such  explanation  v/ill  be 
given  me. 

4.  I do  not  desire  such  explanation. 

5.  I acknowledge  that  I have  received  no  warranties 
or  assurances  with  respect  to  the  benefits  to  be  realized 
or  consequences  of  the  aforementioned  procedure. 

6.  I acknowledge  that  I have  read  this  document  in 
its  entirety  and  that  I fully  understand  it  and  that  all 
blank  spaces  have  been  either  completed  or  crossed  off 
prior  to  my  signing. 

(CROSS  OUT  ANY  OF  THE  ABOVE  PARAGRAPHS 
WHICH  DO  NOT  APPLY) 


CONSENT  TO  HEART  EVALUATION  EXERCISE  TEST/ 2 


5.  I understand  that  the  -explanation  that  I have 
received  is  not  exhaustive  and  that  other,  more  remote 
risks  and  consequences  may  arise.  I have  been  advised 
that  if  I desire  a more  detailed  and  complete  explanation 
of  any  of  the  foregoing,  such  explanation  will  be  given 
me . 

6.  I do  not  request  such  explanation. 

7.  I acknowledge  that  I have  read  this  document 
In  its  entirety  and  that  I fully  understand  It  and  that 
all  blank  spaces  have  been  either  completed  or  crossed 
off  prior  to  my  signing. 

(CROSS  OUT  ANY  OF  THE  ABOVE 
PARAGRAPHS  WHICH  DO  NOT  APPLY) 


1.  I authorize  the  performance  upon  

of  a heart  and  circulation 

(state  "nysell'"  or  name  of  patient) 

evaluation  test  to  be  performed  by  or  under  the  direction 
of  Dr. . 

2.  The  purpose  of  the  test  is  to  evaluate  the 
condition  of  my  heart  and  circulation. 

3.  I have  been  informed  that  the  test  will  be 
performed  on  a treadmill-  and  that  the  amount  of  effort 
which  I v/ill  have  to  expend  will  be  gradually  increased. 

My  pulse,  blood  pressure,  osygen  intake  and  electro- 
cardiogram will  be  monitored. 

. I have  been  informed  that  the  test  may  cause 
abnormal  blood  pressure,  fainting,  disorder  of  the  heart 
beat,  and  in  rare  Instances,  heart  attack;  that  every 
effort  v/ill  be  made  to  avoid  or  minimize  such  occurrences; 
and  that  personnel  and  equipment  v/ill  be  available  to  deal 
v/ith  them  should  they  occur. 


ATTACHMENT  IV 

CONSENT  TO  ANGIOGRAPHY 

1.  I authorize  the  performance  upon  

of  an  ANGIOGRAM  to  be 

(state  "niyself"  or  name  of  patient) 

performed  by  or  under  the  direction  of  Dr.  


2.  The  purpose  of  the  Angiogram  is: 


3.  I have  been  informed  that  an  Angiogram  is  a 
study  of  blood  vessels  and  that  it  is  performed  in  the 
following  manner:  a needle  puncture  is  made  in  the  arm 
or  groin;  a small  tube  is  introduced  into  one  of  the 
blood  vessels  through  this  puncture;  and  a solution  Is. 
injected  through  the  tube  enabling  blood  vessels  to  be 
seen  on  X-rays. 

i| . 1 hav« 

such  as  accumulation  of  blood  in  the  tissue  where  the 
tube  is  Introduced  or  small  outpouching  of  the  art 
the  same  site,  may  occur.  I have  also  been  Informed 
that  other,  more  serious,  complications  may  occur.  Those 
complications  may  include  damage  to  or  loss  of  an  organ, 
or  in  rare  instances,  death. 


ATTACHMENT  V 


CONSENT  TO  ANGIOGRAPHY/ 2 


5.  I have  also  been  informed  of  possible  alter- 
native diagnostic  procedures  and  of  their  respective  risks 
and  consequences: 

(describe  alternatives,  risks  and  consequences) 


6.  I understand  that  the  explanation  that  I have 
received  is  not  exhaustive  and  that  other,  more  remote 
risks  and  consequences  may  arise.  I have  been  advised  that 
if  I desire  a more  detailed  and  complete  explanation  of  any 
of  the  foregoing,  such  explanation  will  be  given  me. 

7-  I do  not  desire  such  explanation. 

8.  I acknowledge  that  I have  received  no  warranties 
or  assurances  with  respect  to  the  benefits  to  be  realized 
or  consequences  of  the ' aforementioned  procedure. 

9.  I acknowledge  that  I have  read  this  document  in 
its  entirety  and  that  I fully  understand  it  and  that  all 
blank  spaces  have  been  either  completed  or  crossed  off  prior 
to  my  signing. 

(CROSS  OUT  ANY  OF  THE  ABOVE  PARAGRAPHS 
WHICH  DO  NOT  APPLY) 


CONSENT  TO  RADIATION  THERAPY 

1.  I authorize  Dr. , 

and  such  assistants  as  he  may  -designate,  to  administer 

(X-ray,  cobalt,  radium,  etc.) 

therapy  to  

(myself  or  name  of  patient) 

and  to  continue  such  treatment  from  time  to  time  as  he 
may  deem  advisable. 

2.  The  following  have  been  explained  to  me  by 

Dr.  : 

A.  The  nature  of  the  therapy 

(describe  therapy) 


B.  The  purpose  of  the  therapy_ 
(describe  purpose) 


C.  The  possible  alternative  methods  of  treatment 
(describe  alternative  methods) 


D.  The  possible  consequences  of  the  treatment: 
(describe  possible  consequences) 
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ATTACHMENT  VI 


E.  The  risks  Involved: 


CONSENT  FOR  RADIOLOGIC  SPECIAL  PROCEDURE 


(describe  risks  involved) 


F.  The  possibility  of  complications: 
(describe  possible  complications) 


3.  I understand  that  the  explanation  that  I have 
received  is  not  exhaustive  and  that  other  more  remote 
risks  and  consequences  may  arise.  I have  been  advised 
that  if  I desire  a more  detailed  and  complete  explanation 
of  any  of  the  foregoing,  such  explanation  will  be  given  me. 

4.  I do  not  request  such  explanation. 

5-  I know  that  radiation  is  potent  in  destroying 
tissue  and  acknowledge  that  I have  received  no  warranties 
or  assurances  with  respect  to  the  benefits  to  be  realized 
or  consequences  of  the  aforementioned  procedure. 

6.  I acknowledge  that  I have  read  this  document 
in  its  entirety  and  that  I fully  understand  it  and  that 
all  blank  spaces  have  been  either  completed  or  crossed 
off  prior  to  my  signing. 

(CROSS  OUT  ANY  OF  THE  ABOVE 
PARAGRAPHS  WHICH  DO  NOT  APPLY) 


My  referring  physician.  Doctor ' , has  referred  me  for  the 

following  radiological  special  procedure : 


I have  been  informed  that  it  is  a study  performed  commonly  and  will  provide  valuable 

diagnostic  information.  I have  been  informed  by  the  radiologist.  Doctor 

, that  the  procedure  will  be  performed  under  local  anesthesia. 

He  explained  to  me  the  procedure  itself  in  detail.  He  has  also  informed  me  that 
there  are  possible  but  infrequent  complications  from  this  procedure.  Among  the 
complications  which  may  be  encountered  are:  clotting;  separation  of  plaques 
from  the  lining  of  the  artery;  reaction  to  the  solution  injected;  cardiac,  cerebral, 
and  kidney  complications.  Surgery  may  be  required  to  correct  some  of  these  compli- 
cations. I have  been  notified  that  the  overall  serious  complication  rate  is 
small  and  that  the  diagnostic  information  which  may  be  obtained  outweighs  the 
risks  of  the  procedure. 

I hereby  consent  to  the  performance  upon  me  of  the  radiological  special  procedure 
indicated  by  my  physician.  I also  consent  to  the  premedication  ordered,  the  local 
anesthesia  and  to  any  measures  as  may  be  necessary  to  correct  any  of  the 
complications  which  may  occur.  I hereby  release  my  referring  physician,  the 
radiologists  and  personnel  involved  in  the  preparation  and  undertaking  of  the 

above  mentioned  examination,  and (Hospital) from  any  and 

all  liability  on  account  of  any  complications  which  may  result  from  it  or  subse- 
quent complications  thereof.  I assume  all  risks  and  harmful  effects  in  connection 
with  the  radiological  special  procedure  indicated  above. 


Date  Patient 


Witness 


PHYSICIAN'S  STATEMENT 

I have  explained  the  radiological  special  procedure  indicated  above  and  have 
explained  the  risks  to  the  patient.  The  patient  has  indicated  understanding  of 
the  explanations  given,  and  has  consented  to  the  performance  of  the  radiological 
special  procedure  requested  by  the  referring  physician. 


Date 


Physician 


1974  ANNUAL  MEETING  HIGHLIGHTS 


GOLF  TOURNAMENT  WINNERS 

Robert  L.  Hagan,  M.D.,  Chairman 


GROSS 


Name 

Score 

G.  Figgs,  1st 

74 

C.  T.  Reed,  2nd 

76 

W.  White,  3rd 

76 

J.  Zeluff,  4th 

78 

S.  Holtzman 

78 

C.  Van  Epps 

79 

E.  Reed 

79 

D.  Stannard 

81 

C.  Wright 

83 

B.  Stem 

84 

R.  Stephens 

84 

H.  Woodcock 

85 

F.  Greever 

85 

S.  Shapiro 

85 

L.  Anderson 

85 

NET 


Name 

Score 

B.  Ehrlich,  1st 

70 

W.  Figgs,  2nd 

70 

M.  Wertz,  3rd 

71 

J.  Giangobbe,  4th 

71 

W.  Lippard 

72 

H.  Richardson 

72 

W.  Lindner 

72 

A.  F.  Morrison 

72 

L.  Wormley 

73 

R.  Oyler 

74 

H.  Limbacher 

74 

R.  Vaaler 

74 

D.  Minnig 

74 

W.  Brainered 

74 

P.  Boykin 

75 

R.  Mislicky 

75 

O.  Hardin 

75 

Longest  Drive  — M.  Schneider 
Closest  to  Pin  — L.  D.  Beck 

ARTS  AND  CRAFTS  SHOW  WINNERS 

WOMEN’S  AUXILIARY  TO  THE  ARIZONA  MEDICAL  ASSOCIATION 


Oil  Paining  and  Acrylic: 

1st  — “Seascape”  by  Sidney  Stovall,  M.D. 

2nd  — “Summer  End”  by  Carol  Gardner 
Watercolours: 

1st  — “Opur  #3”  by  Rheta  Sawrey 
2nd  — watercolour  by  Ruth  McHard 

Pen  and  Ink,  Pencil: 

1st  — “Upstairs,  Downstairs”  by  Anne  Koren 
2nd  — “Fergusons”  by  Anne  Koren 
Photography: 

1st  — “Wall  of  Tapestry”  by  Mildred  Hooper 

Sculpture: 

1st  — “Tired”  by  Gretchen  Gorman 

Needlecraft: 

1st  “Quails”  by  Rowena  Enfield 


2nd  — “Full  Term”  by  Jay  Epstein,  M.D. 

3rd  — needlepoint  bookmarks  by  Peggy  Hagan 

Crafts 

1st  — “The  Muppets”  by  Ruth  Fife 

2nd  — afghan  by  Irene  Stovall 

3rd  — macrame  owl  by  Sandra  Scott 

The  grand  prize  in  the  art  category  went  to 

Rheta  Sawrey  for  her  watercolour  “Opus  #3”. 
The  grand  prize  in  crafts  was  awarded  to  Ruth 

Fife  for  “The  Muppets.” 

The  largest  number  of  votes  for  “the  most 
popular  entry”  went  to  Ruth  McHard  for  her 
watercolour.  Another  watercolour  of  hers  also 
received  the  2nd  largest  number  of  votes! 


ArMA  TENNIS  TOURNAMENT  WINNERS 


Men’s  Doubles 

Winner 

Dr.  Sherwood  Denton 
Dr.  William  Bohnert 
Runner-up 

Dr.  Samuel  Grabb 
Dr.  Joseph  McCready 
In  a play-off  over 
Dr.  Paul  E.  Palmer 
Dr.  Robert  White 


Mrs.  Robert  Crawford,  Chairman 

Mixed  Doubles 

Winner 

Dr.  and  Mrs.  Phillip  Hipps  (Peggy) 

Runner-up 

Dr.  and  Mrs.  Wilfred  Potter  (Joan) 

In  a play-off  over 

Dr.  and  Mrs.  Richard  Morgan  (Carolyn) 

There  were  14  teams  in  men  doubles;  and  13 
teams  in  mixed  doubies. 
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THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

RESUME 
of  the 

HOUSE  OF  DELEGATES 
1974  ANNUAL  MEETING 

APRIL  27,  1974 

Adjourned  meeting  of  the  House  of  Delegates  of  Tire 
Arizona  Medical  Association,  Inc.  held  in  the  Conven- 
tion Center  of  the  Safari  Hotel,  Scottsdale,  Arizona, 
Saturday,  April  27,  1974,  convened  at  8:16  a.m.,  Robert 
A.  Price,  M.D.  Speaker  of  the  House,  presiding. 
CREDENTIALS 

The  Credentials  Committe  reported  a quorum  present 
and  the  House  duly  constituted. 

ROLL  CALL 

On  the  roll  call,  98  Delegates  (and/or  Alternates) 
and  21  members  of  the  Board  of  Directors  were  present. 
MINUTES 

Minutes  of  the  meeting  of  the  House  of  Delegates 
held  April  28,  1973,  were  approved  without  reading. 
ELECTION  OL  OLLICERS 

Tire  following  officers  were  elected  for  a term  of 
one  year: 

President-Elect  William  C.  Scott,  M.D. 

Vice  President  Edward  Sattenspiel,  M.D. 

Secretary  William  E.  Crisp,  M.D. 

Treasurer  Richard  L.  Dexter,  M.D. 

Speaker  of  the  House Robert  A.  Price,  M.D. 

Editor-in-Chief  John  R.  Green,  M.D. 

The  following  were  elected  for  the  term:  1/1/74- 
12/31/75. 

Delegate  to  AMA Richard  D.  Flynn,  M.D. 

Alternate  Delegate  to  AMA.  .W.  Scott  Chisholm,  M.D. 
The  following  were  elected  for  the  term  of 
1/1/75-12/31/76. 

Delegate  to  AMA Seymour  I.  Shapiro,  M.D. 

Alternate  Delegate  to  AMA. Arthur  V.  Dudley,  Jr.,  M.D. 
ELECTION  OF  DISTRICT  DIRECTORS 
The  following  District  Directors  were  elected: 

Central  District  Director 

James  M.  Hurley,  M.D.  (1974-1977) 
Northeastern  District  Director 

Jack  I.  Mowrey,  M.D.  (1974-1975) 
Southeastern  District  Director 

Bruce  N.  Curtis,  M.D.  (1974-1977) 


Southern  District  Director 

Richard  S.  Armstrong,  M.D.  (1974-1977) 
Southwestern  District  Director 

Glen  H.  Walker,  M.D.  (1974-1977) 

REFERENCE  COMMITTEE  ON  RESOLUTIONS 

Report  of  the  Reference  Committee  on  Resolutions, 
as  deleted,  amended,  or  as  otherwise  disposed  of, 
adopted  with  the  following  actions  taken  on  motions 
regularly  made  and  carried. 

Resolution  Number  1-74 

Subject.  ANESTHESIA  PRACTICE 

WHEREAS,  There  are  reports  of  physicians  using 
nurse  anesthetists  to  administer  anesthesia,  and  then  sub- 
mitting a bill  to  a patient  that  has  only  a physician’s 
name  attached,  and  the  bills  are  said  to  give  no  indica- 
tion that  a person  other  than  the  named  physician  gave 
the  anesthetic,  and  the  fees  charged  for  the  anesthesia 
administered  by  the  nurse  in  these  instances  are  re- 
ported as  being  the  same  as  those  charged  by  a licensed 
physician  with  specialty  training  in  anesthesia;  and 

WHEREAS,  It  is  stated  in  the  ASA  Guidelines  to  the 
Ethical  Practice  of  Anesthesiology,  paragraph  D2  that 
‘physicians  should  bill  their  own  patients  for  the  services 
and  only  the  services  which  they  perform  personally  . . 
therefore  be  it 

RESOLVED,  That  no  physician  may  bill  for  an  anes- 
thetic not  given  by  him  unless  such  bill  states  that  the 
anesthetic  was  administered  by  a nurse  anesthetist;  and 
be  it  further 

RESOLVED,  That  any  physician  who  collects  fees  for 
a nurse  anesthetist’s  work  without  the  patient  being  made 
aware  in  writing  before  and/or  after  the  anesthetic  that 
their  anesthesia  was  given  by  a nurse  anesthetist  is  un- 
ethical; and  be  it  further 

RESOLVED,  That  any  physician  who  collects  a fee  for 
a nurse’s  anesthesia  without  being  immediately  available 
for  consultation  when  the  patient  is  under  anesthetic  is 
guilty  of  unethical  practice. 

REFERRED  TO  BOARD  OF  DIRECTORS  FOR 

ACTION  WITHIN  SIX  MONTHS,  WITH  REPORT 
BACK  TO  NEXT  MEETING  OF  HOUSE  OF 
DELEGATES 
4/27/74 

Resolution  Number  2-74 

Subject:  1975  CALENDAR  YEAR  BUDGET  OF 
INCOME  & EXPENSE 

WHEREAS,  It  is  customary  for  the  House  of  Dele- 
gates to  approve  the  Budget  of  Income  and  Expendi- 
tures for  the  next  succeeding  calendar  year  of  the  Ari- 
zona Medical  Association,  Inc.;  therefore  be  it 

RESOLVED,  That  the  following  Budget  of  Income 
and  Expenditures  for  the  calendar  year  1975  be  adopted 
as  follows: 


Expend- 

Contin- 

Income 

itures 

gency 

General  Operations 

$268,700 

$223,200 

$45,500 

Committee  Operations 

2,000 

42,380 

(40,380) 

Annual  Meeting 

40,300 

36,560 

3,740 

Publishing  Operations 

60,100 

54,060 

6,040 

Building  Operations 

33,600 

26,600 

7,000 

Benevolent  & Loan  Op. 

2,000 

2,000 

-0- 

TOTAL 

$406,700 

$384,800 

$21,900 
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; and  be  if  further 

RESOLVED,  That  the  annual  dues  of  the  Arizona 
Medical  Association,  Inc.,  be  increased  to  $130  for  Ac- 
tive members  with  $120  going  to  General  Operations 
Budget  and  $10  going  to  the  Publishing  Operations 
Budget;  and  be  it  further 

RESOLVED,  That  the  Service  member  dues  be  $32.50 
with  $22.50  going  to  the  General  Operations  Budget 
and  $10  going  to  the  Publishing  Operations  Budget;  and 
be  it  further 

RESOLVED,  That  the  Intern  or  Resident  Active  mem- 
ber dues  be  $13  with  $3.00  going  to  the  General  Opera- 
tions Budget  and  $10  going  to  the  Publishing  Opera- 
tions Budget. 

ADOPTED 

4/27/74 

Resolution  Number  3-74 

Subject:  PROVISION  FOR  CHOOSING  MEDICAL 
STUDENT  APPLICANTS  FROM  RURAL 
ARIZONA  COUNTIES  ON  A QUOTA  BASIS 
WHEREAS,  Rural  Arizona  has  a need  for  physician 
services  not  being  supplied  in  adequate  numbers,  and 
WHEREAS,  It  has  been  very  difficult  for  applicants 
from  outlying  counties  to  gain  admittance  to  the  medi- 
cal school  when  lumped  with  applicants  from  the  more 
populous  counties,  and 

WHEREAS,  Minority  groups  and  women  medical  stu- 
dents are  admitted  on  a quota  basis  and  not  in  com- 
petition with  other  general  applicants,  and 

WHEREAS,  Rural  counties  are  taxed  and  help  sup- 
port the  medical  school  and  other  state  institutions  and 
deserve  representation;  therefore  be  it 

RESOLVED,  The  Arizona  Medical  Association  rec- 
ommend to  the  Arizona  State  Legislature,  that  a quota 
of  at  least  one  suitable  applicant  from  each  rural  Ari- 
zona county  per  year  be  admitted  to  the  Arizona  State 
Medical  School  annually;  and  be  it  further 

RESOLVED,  That,  failing  to  submit  applicants  in  any 
given  year,  that  rural  county  may  allow  another  com- 
parable rural  county  to  have  two  suitable  applicants  ad- 
mitted to  the  University  of  Arizona  Medical  School 
for  that  year. 

NOT  ADOPTED 
4/27/74 

Resolution  Number  4-74 

Subject:  PROFESSIONAL  STANDARDS  REVIEW 
ORGANIZATION 

NOT  ADOPTED 
Refer  to  Substitute  Resolution  9-74 
4/27/74 

Resolution  Number  5-74 

Subject:  PROFESSIONAL  STANDARDS  REVIEW 
ORGANIZATION 

NOT  ADOPTED 
Refer  to  Substitute  Resolution  9-74 
4/27/74 

Resolution  Number  6-74 

Subject:  OCCUPATIONAL  HEALTH  COMMITTEE- 
MEDICAL  ECONOMICS  COMMITTEE 
WHEREAS,  Third  party  payment  of  physician  serv- 
ices continues  to  increase  each  year;  and 


WHEREAS,  Medical  unions  justify  their  existence  by 
negotiating  fees  which  they  state  organized  medicine 
is  not  prepared  to  do;  and 

WHEREAS,  The  Arizona  Medical  Association  has 
been  recently  performing  the  fee  negotiation  function 
with  the  Industrial  Commission  through  its  Occupational 
Health  Committee;  and 

WHEREAS,  Fee  negotiation  requires  a broad  base  of 
private  practice  physician  representation  and  experienced 
knowledge;  therefore  be  it 

RESOLVED,  That  the  function  of  dealing  with  med- 
ical economics  on  a state  level  with  any  third  party 
including  the  Industrial  Commission,  be  the  responsi- 
bility of  tire  Medical  Economics  Committee  of  the  Ari- 
zona Medical  Association;  and  be  it  further 

RESOLVED,  That  the  Articles  of  Incorporation  and 
Bylaws  Committee  be  instructed  to  prepare  the  neces- 
sary bylaws  changes  to  accomplish  the  purpose  of  this 
resolution,  for  introduction  to  the  House  of  Delegates 
at  its  next  session. 

ADOPTED  AS  AMENDED 
4/27/74 

Resolution  Number  7-74 

Subject:  PATIENT  COMPENSATION  INSURANCE 
WHEREAS,  Medical  and  surgical  procedures  are  be- 
coming increasingly  more  complex;  and 

WHEiREAS,  Results  from  any  procedure  or  treatment 
are  non-predictable  and  not  guaranteed;  and 

WHEREAS,  Some  patients  or  patients’  families,  while 
undergoing  treatment,  do  sustain  losses  or  damages 
which  are  unpreventable  and  do  not  constitute  mal- 
practice; and 

WHEREAS,  The  physician  or  the  hospital’s  malprac- 
tice policies  are  the  most  likely  source  of  compensation 
in  these  instances;  and 

WHEREAS,  Many  alleged  cases  of  malpractice  are 
actually  patients  attempting  to  gain  compensation  for 
losses  or  damages  which  were  not  malpractice;  and 
WHEREAS,  Even  if  these  claims  are  unsubstantiated, 
they  occupy  a great  deal  of  the  involved  physician’s 
time  and  effort  as  well  as  compromising  his  malprac- 
tice insurance  record;  and 

WHEREAS,  Many  physicians  feel  a moral  obligation 
to  assist  in  the  compensation  of  patients  for  non-mal- 
practice damages  or  losses;  and 

WHEREAS,  The  Commission  on  Malpractice  recog- 
nized this  problem  and  recommended  that  a patient 
insurance  program  be  set  up  similar  to  Workmen’s 
Compensation  Insurance  by  one  or  more  states  as  a 
pilot  program;  therefore  be  it 

RESOLVED,  That  the  Arizona  Medical  Association’s 
House  of  Delegates  go  on  record  as  favoring  study  of 
a patient  compensation  insurance  program;  and  be  it 
further 

RESOLVED,  That  the  President  of  the  Arizona  Med- 
ical Association  refer  this  matter  to  an  appropriate  com- 
mittee to  investigate  the  feasibility  of  this  type  of  in- 
surance. 

ADOPTED  AS  AMENDED 
4/27/74 

Resolution  Number  8-74 

Subject:  UNIFORM  HEALTH  INSURANCE 
CLAIM  FORM 
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WHEREAS,  The  expansion  of  government  programs 
coupled  with  the  extensive  growth  of  the  health  insur- 
ance industry  and  the  continuous  broadening  of  policy 
provisions  to  cover  more  and  more  ambulatory  services, 
the  physician  has  found  his  office  saturated  with  various 
types  of  insurance  report  forms.  Many  of  these  report 
forms  are  complicated  and  time  consuming  to  complete; 
and 

WHEREAS,  The  American  Medical  Association’s 
Council  on  Medical  Service  and  its  Committee  on  Health 
Care  Financing  recognized  the  need  to  simplify  and 
standardize  reporting  of  physician  services  for  reimburse- 
ment under  the  various  types  of  government  programs 
and  third  party  policies;  and 

WHEREAS,  A Work  Group  established  to  develop  a 
uniform  physician  reporting  form  acceptable  to  the  vari- 
ous governmental  agencies  and  health  insurance  organi- 
zations. This  Work  Group  represented  an  expansion  of 
activities  which  have  been  successfully  carried  on  by 
the  AMA  and  the  Health  Insurance  Council  for  many 
years.  Specifically,  the  objectives  of  the  Work  Group 
were  to  develop  a computer  adaptable  uniform  reporting 
form  designed  to:  (1)  satisfy  the  needs  of  most  health 
insurance  organizations  and  agencies;  (2)  reduce  the 
total  costs  of  claims  processing;  ( 3 ) simplify  physician 
reporting  and  third  party  processing  without  impairing 
system  efficiencies  and  controls;  and  (4)  provide  a uni- 
form reporting  format  compatible  with  PSRO  data  ac- 
cumulation requirements;  and 

WHEREAS,  The  Work  Group,  consisting  of  members 
representing  the  American  Medical  Association,  Bureau 
of  Health  Insurance— DHEW,  California  Medical  Associa- 
tion, Health  Insurance  Council,  Medical  Group  Manage- 
ment Association,  Medical  Services  Administration— 
DHEW,  National  Association  of  Blue  Shield  Plans,  Of- 
fice of  Secretary  of  Defense,  Health,  and  Environment 
(CHAMPUS),  the  Society  of  Professional  organizations, 
has  worked  diligently  to  accomplish  its  stated  objec- 
tives. These  objectives  have  been  met  as  evidenced  by 
the  development  of  the  Uniform  Health  Insurance  Claim 
Form;  and 

WHEREAS,  It  has  become  apparent  that  the  amount 
of  office  paperwork  required  of  physicians  has  dramatic- 
ally increased  over  the  past  several  years  due  to  third 
party  claims  reporting  requirements.  This  added  work- 
load has  reduced  the  amount  of  time  available  for  the 
physician  to  render  medical  care  and  has  increased 
his  practice  costs;  therefore  be  it 

RESOLVED,  That  the  Arizona  Medical  Association 
urge  its  members  to  use  the  Uniform  Health  Insurance 
Claim  form;  and  be  it  further 

RESOLVED,  That  the  Arizona  Medical  Association 
urge  the  State  of  Arizona  Department  of  Insurance  to 
mandate  the  acceptance  of  the  Uniform  Health  Insurance 
Claim  form  by  all  health  insurance  companies  in  Arizona; 
and  be  it  further 

RESOLVED,  That  should  the  State  of  Arizona  De- 
partment of  Insurance  not  be  able  to  mandate  the  ac- 
ceptance of  the  Uniform  Health  Insurance  Claim  form, 
that  the  Association  seek  legislation  to  accomplish  the 
above  stated  goal. 

ADOPTED  AS  AMENDED 
4/27/74 


Resolution  Number  9-74 

Subject:  PROFESSIONAL  STANDARDS  REVIEW 
ORGANIZATION  ( PSRO ) 

WHEREAS,  The  House  of  Delegates  of  the  Arizona 
Medical  Associtaion,  Inc.,  is  a group  of  physicians  who 
represent  member  physicians  in  the  private  practice 
of  medicine  in  this  state;  and 

WHEREAS,  Public  Law  92-603  established  Profes- 
sional Standards  Review  Organizations  as  the  review 
method  for  evaluating  the  “need  for,”  the  “quality’  of” 
and  the  “level  at  which  health  care  is  delivered;”  and 
WHEREAS,  The  medical  profession  endorses  peer  re- 
view as  evidenced  by  the  existing  Foundation  for  Med- 
ical Care  and  review  committees  of  the  medical  staffs 
of  hospitals;  and 

WHEREAS,  It  does  not  support  or  endorse  review  of 
professional  services  by  non-professionals;  and 

WHEREAS,  the  P.S.R.O.  law  could  usurp  funda- 
mental rights  and  duties  of  physicians  toward  their  pa- 
tients; and 

WHEREAS,  The  P.S.R.O.  could  permit  violation  of 
patient/physician  confidentiality  by  representatives  of  the 
federal  government;  and 

WHEREAS,  The  P.S.R.O.  law  cannot  be  implemented 
without  our  active  cooperation;  therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the 
Arizona  Medical  Association  go  on  record  as  being  op- 
posed to  the  P.S.R.O.  law  and  will  actively  work  toward 
its  epeal  by  deletion  of  Section  249-F  of  Public  Law 
92-603,  and  will  instruct  our  delegates  to  the  AMA  to 
support  this  position  on  P.S.R.O.;  and  be  it  further 
RESOLVED,  That  the  Arizona  Medical  Association 
proceed  with  a plan  outside  the  purview  of  the  Federal 
P.S.R.O.  law  to  organize  a statewide  medical  peer  re- 
view program  emphasizing  and  safeguarding  local  phy- 
sician autonomy;  and  be  it  further 

RESOLVED,  That  our  Arizona  Congressional  delega- 
tion be  informed  of  this  action  of  the  Arizona  Medical 
Association  House  of  Delegates. 

SUBSTITUTE  RESOLUTION  ADOPTED 
4/27/74 

Resolution  Number  10-74 

Subject: MANDATORY  FULL  DISCLOSURE  BY 
INSURANCE  COMPANIES 
WHEREAS,  Many  excellent  and  comprehensive  med- 
ical insurance  programs  are  available  in  the  State  of 
Arizona;  and 

WHEREAS,  Other  policies  marketed  in  the  State  of 
Arizona  offer,  often  at  premiums  of  nearly  the  same 
monetary  value,  much  less  comprehensive  coverage,  and 
less  actual  value  of  coverage;  therefore  be  it 

RESOLVED,  That  the  Arizona  Medical  Association 
recommends  to  the  Arizona  Insurance  Commission  that 
they  more  closely  monitor  mandatory  full  disclosure  of 
coverage  in  terms  of  cost,  comprehensiveness  of  cover- 
age, and  relationship  of  coverage  to  current  medical 
and  hospital  costs,  so  that  the  patient  clearly  under- 
stands his  coverage. 

ADOPTED  AS  AMENDED 
4/27/74 

Resolution  Number  11-74 

Subject:  NATIONAL  HEALTH  INSURANCE 

WHEREAS,  The  quality  of  medical  care  in  the  U.  S. 
is  unsurpassed;  and 
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WHEREAS,  The  access  to  medical  care  by  certain 
individuals  and  groups  is  inadequate;  and 

WHEREAS,  The  cost  of  catastrophic  medical  care 
may  cause  severe  financial  problems  and  bankruptcy 
for  any  individuals;  therefore  be  it 

RESOLVED,  That  the  Arizona  Medical  Association 
supports  a national  health  insurance  program  encom- 
passing a basic  medical  insurance  plan,  plus  a catastro- 
phic umbrella  policy. 

ACTION  ON  THIS  RESOLUTION  POSTPONED 
INDEFINITELY 
4/27/74 

Resolution  Number  12-74 

Subject:  FEDERAL  REGISTER  REGULATIONS 
WHEREAS,  The  policy  of  the  United  States  Govern- 
ment since  the  inception  of  the  Medicare  Act  of  1965 
has  validly  been  to  refrain  from  the  actual  practice  of 
medicine;  and 

WPIEREAS,  The  United  States  Department  of  Health, 
Education  and  Welfare  has  on  numerous  occasions  cir- 
cumvented the  intent  of  the  law  by  means  of  publica- 
tions of  regulations  in  the  Federal  Register;  and 

WHEREAS,  This  means  of  establishing  regulations 
rarely  gives  those  regulated  an  adequate  time  to  reply 
and  effect  changes  in  the  regulations;  therefore  be  it 
RESOLVED,  That  the  Arizona  Medical  Association 
strongly  opposes  what  is  in  effect  interference  with,  and 
regulation  of,  the  practice  of  medicine  by  the  Depart- 
ment of  Health,  Education  and  Welfare  by  means  of 
publication  of  regulations  in  the  Federal  Register  which 
are  contrary  to  the  intent  of  the  law  with  regard  to  the 
practice  of  medicine;  and  be  it  further 

RESOLVED,  That  this  resolution  be  presented  by  our 
Delegates  to  the  AMA  House  of  Delegates  and  to  our 
Congressional  delegation. 

ADOPTED  AS  AMENDED 
4/27/74 

Resolution  Number  13-74 

Subject:  FOOD  AND  DRUG  ADMINISTRATION 
WHEREAS,  The  Food  and  Drug  Administration  in 
the  past  has  made  arbitrary  decisions  that  have  not  been 
in  agreement  with  the  experience  of  clinical  practice;  and 
WHEREAS,  The  Arizona  Medical  Association  recog- 
nizes the  need  for  the  regulation  not  only  of  drugs, 
but  of  medical  devices  and  in  vitro  diagnostic  kits  and 
re-agents;  therefore  be  it 

RESOLVED,  That  our  Congressional  delegation  be 
urged  to  support  legislation  that  would  ensure  adequate 
input  into  all  Food  and  Drug  Administration  regulations 
by  practicing  physicians. 

SUBSTITUTE  RESOLUTION  ADOPTED 
4/27/74 

Resolution  Number  14-74 

Subject:  STATEWIDE  MEDICAL  ASSISTANCE 
PROGRAM  (Title  XIX  - Medicaid) 
WHEREAS,  The  Arizona  Medical  Association  has  sup- 
ported a fiscally  sound  statewide  program  of  medical 
assistance  for  Arizona  citizens;  and 

WHEREAS,  The  Arizona  Legislature  has  failed  to 
enact  such  a program  to  this  date;  and 

WHEREAS,  The  Arizona  Legislature  is  again  seri- 
ously considering  a statewide  medical  assistance  program 
under  Title  XIX  (Medicaid)  for  Arizona;  therefore  be  it 
RESOLVED,  That  the  Arizona  Medical  Association 


reaffirms  its  support  for  a fiscally  sound  statewide  medi- 
cal assistance  program  and  actively  encourages  the  Ari- 
zona Legislature  to  enact  such  a program  during  the 
current  Legislative  session.” 

SUBSTITUTE  RESOLUTION  ADOPTED 

4/27/74 

Resolution  Number  15-74 

Subject:  COMMENDATION 

RESOLVED,  that  the  Arizona  Medical  Association 
House  of  Delegates  commend  with  sincere  appreciation 
the  Scientific  Assembly  Committee,  the  Reference  Com- 
mittees, the  Executive  and  office  staff,  the  Chairmen  of 
the  Athletic  events  and  all  others  who  contributed  to 
success  of  the  83rd  annual  meeting  of  the  Arizona 
Medical  Association. 

ADOPTED 
April  27,  1974 

REFERENCE  COMMITTEE  ON  AMENDMENTS 

Report  of  the  Reference  Committee  on  Amendments, 
as  deleted,  amended,  or  as  otherwise  disposed  of,  adopt- 
ed with  the  following  actions  taken  on  motions  regu- 
larly made  and  carried. 

Resolution  Number  A-l-74 

Subject:  HOUSE  OF  DELEGATES 

Chapter  VIII  — Section  10  — First  Session  (g) 

Amendments 

Chapter  X — Section  3. 

RESOLVED,  That  Chapter  VIII  - House  of  Dele- 
gates — Section  10.  — Items  of  Business  for  Annual 
Meeting  — First  Session  — (g)  — be  amended  to  read: 

(g)  [First  reading ] INTRODUCTION  of  proposed 
amendments. 

RESOLVED,  That  Chapter  X — Amendments  — Sec- 
tion 3.  — Reading  of  Proposed  Amendments  — be  amend- 
ed to  read: 

Section  3.  [Reading]  INTRODUCTION  of  Proposed 
Amendments:  — All  proposed  amendments  shall  be 
[read]  INTRODUCED  at  the  first  session  of  the  An- 
nual Meeting;  referred  to  the  Committee  on  Amend- 
ments, and  voted  upon  at  the  second  session  of  that 
meeting.  A special  meeting  of  the  House  may  be  called 
to  consider  amendments  only,  in  which  instance  pro- 
posed amendments  may  be  [read]  INTRODUCED  and 
voted  upon  at  a single  session. 

Note:  All  bracketed,  italicized  words  represent  dele- 
tions; all  fully  capitalized  words  are  new  material. 

ADOPTED 

4/27/74 

Resolution  Number  A-2-74 

Subject:  MATERNAL  AND  CHILD  HEALTH  CARE 
COMMITTEE. 

Chapter  VII  — Standing  and  Special  Com- 
mittees — Section  4.  (h). 

RESOLVED,  That  Chapter  VII  - Standing  and  Spe- 
cial Committees  — Section  4.  — Composition  and  Duties 
of  Standard  Committees  — ( h ) Maternal  and  Child 
Health  Care  — be  added  to  read: 

(h)  MATERNAL  AND  CHILD  HEALTH  CARE:  - 
THIS  COMMITTEE  SHALL  CONSIST  OF  A CHAIR- 
MAN AND  AT  LEAST  EIGHT  MEMBERS  TO  IN- 
CLUDE SPECIALTY  REPRESENTATION  FROM 
FROM  FAMILY  PRACTICE,  OBSTETRICS  AND 
GYNECOLOGY,  PEDIATRICS,  AND  A PHYSICIAN 
REPRESENTATIVE  FROM  THE  ARIZONA  DEPART- 
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MENT  OF  HEALTH  SERVICES.  THE  COMMITTEE 
SHALL  REPRESENT  THE  ASSOCIATION  ON  ALL 
QUESTIONS  RELATING  TO  MATERNAL  AND 
CHILD  HEALTH  CARE. 

ADOPTED 

4/27/74 

Resolution  Number  A-3-74 

Subject:  SCIENTIFIC  ASSEMBLY  COMMITTEE 

Chapter  VII  — Standing  & Special  Committees 
— Section  4.  — (n) 

RESOLVED,  That  Chapter  VII  — Standing  and  Spe- 
cial Committees  — Section  4.  — Composition  and  Duties 
of  Standing  Committees  — ( n ) — Scientific  Assembly  — 
be  amended  to  read: 

(n)  Scientific  Assembly:  — This  committee  shall  con- 
sist of  at  least  nine  members  appointed  by  the  President 
with  the  approval  of  the  Board  of  Directors,  including 
the  Vice  President  as  a member.  AT  LEAST  two  mem- 
bers shall  be  from  Pima  County,  AT  LEAST  four  mem- 
bers from  Maricopa  County  and  [the  remainder]  AT 
LEAST  three  members  from  the  remaining  component 
societies.  Committee  membership  should  include  represen- 
tation of  the  major  branches  of  medicine  to  insure  prep- 
aration of  a program  of  interest  to  all  members  of  the  As- 
sociation. Staggered  terms  shall  be  for  three  years.  The 
Chairman  shall  serve  one  year  after  appointment,  fol- 
lowing two  years  of  membership  on  the  committee,  pref- 
erably one  of  which  shall  have  been  as  Assistant  Chair- 
man. The  Committee  shall  [ appoint ] ELECT  an  Assis- 
tant Chairman  [and  a Secretary ] ANNUALLY  from 
among  its  members.  The  duties  of  the  committee  are  to 
arrange  for  the  annual  meeting,  including  ( a ) selection 
of  scientific  subjects  and  speakers,  (b)  business  and  (c) 
social  activities. 

The  committee  shall  formulate  a working  format  and 
[assignment  of]  specific  duties  and  functions  to  its  mem- 
bers. The  committee  shall  meet  within  six  weeks  after 
each  annual  meeting,  six  months  thereafter,  and  as  many 
other  times  as  deemed  necessary  by  the  Chairman,  and 
shall  have  the  power  to  plan  three  years  in  advance  and 
to  obligate  space  at  locations  specified  or  approved  by 
the  Board  of  Directors. 

The  committee  shall,  with  the  approval  of  the  Board, 
set  forth  the  rules  of  the  meeting  with  regard  to  dis- 
cussion and  publication  of  the  papers  given,  and  to 
registration  and  permission  to  attend  the  scientific 
meetings. 

No  specialty  group  composed  of  members  of  this  Asso- 
ciation may  hold  a meeting  of  the  specialty  group  during 
the  term  of  the  General  Meeting  without  the  approval 
of  this  committee.  In  no  case  shall  such  specialty  meet- 
ings conflict  in  time  with  any  of  the  meetings  of  the 
Association  during  the  Annual  Meeting. 

The  Scientific  Assembly  Committee  shall  issue  the 
programs,  including  publication  thereof  in  the  Journal, 
and  shall  have  general  charge  of  arrangements  with  the 
assistance  of  a Committee  on  Arrangements,  if  one  be 
deemed  necessary. 

Note:  All  bracketed,  italicized  words  represent  dele- 
tions; all  fully  capitalized  words  are  new  material. 
ADOPTED  AS  AMENDED 
4/27/74 


Resolution  Number  A-4-74 

Subject:  REINSTATEMENT 

Chapter  IX  — Dues  and  Assessments  — Sec- 
tion 1.  — (b). 

RESOLVED,  That  Chapter  IX  — Dues  and  Assess- 
ments — Section  1.  — Fixing  of  Annual  Dues;  Payments; 
Reinstatements;  Collections;  Enforcement  — (b)  — be 
amended  to  read: 

The  annual  dues  and  the  dues  and  assessments  of 
the  American  Medical  Association  shall  be  payable 
January  first  of  the  year  for  which  levied  and  shall  be 
delinquent  after  February  fifteenth  of  that  year.  [Mem- 
bers suspended  for  failure  to  pay  the  annual  dues  and 
assessments  cannot  be  reinstated  until  such  indebtedness 
has  been  discharged.  Such  indebtedness  shall  apply  only 
to  the  last  year  of  delinquency,  but  then  only  as  a new 
member  on  election  and  acceptance  by  the  County 
Medical  Society .]  The  secretary  of  each  county  society 
shall  collect  and  forward  to  the  Association  Secretary, 
the  dues  for  its  members,  together  with  the  dues  and 
assessments  levied  by  the  American  Medical  Association. 

Note:  All  bracketed,  italicized  words  represent  dele.r 
tions;  all  fully  capitalized  words  are  new  material. 

ADOPTED 

4/27/74 

Resolution  Number  A-5-74 

Subject:  PROFESSIONAL  COMMITTEE 

Chapter  VII  — Standing  and  Special  Commit- 
tees — Section  4 — (k). 

RESOLVED,  That  Chapter  VII  — Standing  and  Spe- 
cial Committees  — Section  4.  — Composition  and  Duties 
of  Standing  Committees  — (k)  — Professional  — be 
amended  to  read: 

(k)  Professional:  — This  committee  shall  consist  of 
a Chairman  and  at  least  ten  members.  A Chairman  shall 
be  appointed  annually  from  among  the  members  who 
have  served  for  at  least  three  years  on  the  committee. 

The  committee  will  be  responsible  for  all  professional 
aspects  of  medicine,  other  than  the  economic  and  legis- 
lative areas  [,]  AND  THOSE  AREAS  COVERED  BY 
OTHER  STANDING  COMMITTEES,  and  comprise 
sections  on  Aging  and  General  Medicine  [(cancer,  dia- 
betes, arthritis,  alcoholism,  deafness,  visually  handicap- 
ped, blood  and  nursing  homes)];  Allied  medical  groups 
[( allied  and  paramedical  professions  and  groups)];  Ath- 
letic medicine;  Disaster  medicine;  Drug  abuse;  Emer- 
gency Care;  Medicine  and  Religion;  Mental  health; 
[Perinatal  and  Maternal  mortality;]  Poison  control;  Pub- 
lic health  [( Maternal  and  child  health,  water  and  air 
pollution ; nursing  homes  and  venereal  disease)];  Reha- 
bilitation Medicine;  Safety  and  such  other  sections  as  may 
be  indicated  from  time  to  time.  It  shall  interest  itself  in 
medico-legal  problems.  Further,  an  advisor  to  the  Wo- 
man’s Auxiliary  of  ArMA  shall  be  designated  (to  be 
chosen  from  the  same  geographic  area  of  the  state  as 
the  current  President  of  the  Woman’s  Auxiliary). 

Each  committee  member,  except  the  Chairman,  shall 
serve  as  Chairman  of  a section  for  a particular  activity. 
The  Chairman  may  also  serve  as  the  Chairman  of  a 
section.  The  section  Chairman  shall  be  appointed  by 
the  President  of  the  Association,  with  advice  of  the 
Chairman  of  the  Professional  Committee. 

Note:  All  bracketed,  italicized  words  represent  dele- 
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tions;  all  fully  capitalized  words  are  new  material. 

ADOPTED 

4/27/74 

Resolution  Number  A-6-74 

Subject:  PROVISION  FOR  DIRECT  STUDENT 
REPRESENTATIVE  IN  ArMA 
Chapter  II  — Membership  — Section  3.  — (G). 
Chapter  VIII  — House  of  Delegates  Section 
1.  — Section  2.  — Section  3.  — Section  4. 

RESOLVED,  That  Chapter  II  — Membership  — Sec- 
tion 3.  — Classes  of  Membership  — (G)  — Student  Mem- 
bers — be  amended  to  read: 

[A  student ] MemberS  OF  DULY  CONSTITUTED 
CHAPTERS  OF  THE  STUDENT  AMERICAN  MEDI- 
CAL ASSOCIATION  IN  ARIZONA  may  be  elected  AS 
STUDENT  MEMBERS  by  the  Board  of  Directors  upon 
WRITTEN  recommendation  of  [a  county  medical  so- 
ciety.] THEIR  RESPECTIVE  CHAPTER.  The  student 
members  shall  be  enrolled  in  an  accredited  school  pur- 
suing a course  of  study  leading  to  a Doctor  of  Medicine 
degree. 

Rights.  Student  members  shall  have  all  the  rights  and 
privileges  of  associate  members  [.]  AND,  IN  ADDI- 
TION, SHALL  HAVE  THE  RIGHT  TO  SERVE  AS 
DELEGATES  AS  SET  FORTH  IN  CHAPTER  VIII. 

RESOLVED,  That  Chapter  VIII  - House  of  Dele- 
gates — Section  1.  — Composition  of  Plouse;  Meetings;  — 
be  amended  to  read: 

The  House  shall  constitute  the  voting  body  of  the 
Association  and  shall  be  composed  of  the  elected  Dele- 
gates of  the  county  societies,  ELECTED  DELEGATES 
OF  EACH  DULY  CONSTITUTED  CHAPTER  OF 
THE  STUDENT  AMERICAN  MEDICAL  ASSOCIA- 
TION IN  ARIZONA  and  the  members  of  the  Board. 
Delegates  who  are  thereafter  elected  as  officers  do  not 
by  such  election  lose  their  status  as  voting  Delegates 
in  the  House.  The  past  presidents  of  the  Association  shall 
be  ex-officio  members  of  the  House  of  Delegates  with- 
out the  right  to  vote. 

The  House  shall  meet  at  least  once  a year  at  the  time 
of  the  Annual  Meeting.  In  addition,  special  meetings  of 
the  House  may  be  held  at  any  time,  upon  at  least  six 
weeks  notice  thereof  to  the  Delegates,  at  the  call  of  the 
Board,  or  upon  the  call  of  twenty  Delegates  represent- 
ing at  least  eight  county  societies. 

RESOLVED,  That  Chapter  VIII  — House  of  Delegates 
— Section  2.  — Number  of  Delegates  — be  amended  to 
read : 

Each  county  society  shall  be  entitled  to  representation 
in  the  House  by  two  Delegates,  or  their  alternates,  for 
the  first  twenty  active  members  or  fraction  thereof,  and 
one  additional  Delegate  for  each  additional  twenty  ac- 
tive members  or  major  fraction  thereof,  as  determined 
on  the  October  first  preceding  the  Annual  Meeting. 

EACH  DULY  CONSTITUTED  CHAPTER  OF  THE 
STUDENT  AMERICAN  MEDICAL  ASSOCIATION 
IN  ARIZONA  SHALL  BE  ENTITLED  TO  REPRE- 
SENTATION IN  THE  HOUSE  BY  TWO  DELEGATES 
OR  THEIR  ALTERNATES. 

RESOLVED,  That  Chapter  VIII  - House  of  Dele- 
gates — Section  3.  — Election  of  Delegates  by  County 
Societies;  List  Thereof  — be  amended  to  read: 


Section  3.  Election  of  Delegates  [by  County  Societies ]; 
List  Thereof:  — Sufficiently  in  advance  of  the  Annual 
Meeting,  each  county  society  AND  DULY  CONSTI- 
TUTED CHAPTER  OF  THE  STUDENT  AMERICAN 
MEDICAL  ASSOCIATION  IN  ARIZONA  shall  elect 
Delegates  and  an  equal  number  of  alternates  to  repre- 
sent it  in  the  House.  In  the  absence  of  any  Delegate, 
his  alternate  may  vote  in  his  name  on  any  question 
before  the  House.  No  alternate  shall  be  eligible  for 
election  to  office,  but  he  may  be  appointed  to  member- 
ship on  House  Committees  in  the  absence  of  the  Dele- 
gate. The  secretary  of  each  county  society  AND  EACH 
CHAPTER  OF  THE  STUDENT  AMERICAN  MEDI- 
CAL ASSOCIATION  shall  send  the  list  of  such  elected 
Delegates  and  alternates  to  the  Secretary  of  the  Associa- 
tion not  later  than  two  months  before  the  Annual  Meet- 
ing. Representation  in  the  House  shall  be  contingent 
upon  compliance  with  this  provision.  A member  to  be 
seated  must  present  evidence  at  the  time  of  his  appear- 
ance at  the  House,  of  his  official  election  by  his  county 
society  [.]  OR  CHAPTER  OF  THE  STUDENT  AMER- 
ICAN MEDICAL  ASSOCIATION. 

RESOLVED,  That  Chapter  VIII  — House  of  Dele- 
gates — Section  4.  — Payment  of  Dues  and  Assessments; 
County  Reports  — be  amended  to  read: 

The  record  of  payment  of  dues  and  assessments  in 
the  offices  of  the  Association  shall  be  final  in  determin- 
ing the  rights  of  a COUNTY  SOCIETY  Delegate  to 
participate  in  the  proceedings  of  the  Association  and 
business  of  the  House.  Any  county  society  which  fails  to 
make  its  required  reports  of  the  record  of  payment  of 
dues  and  assessments  before  the  Annual  Meeting  shall 
be  without  representation  at  such  meeting. 

Note:  All  bracketed,  italicized  words  represent  dele- 
tions; all  fully  capitalized  words  are  new  material. 

ADOPTED 

4/27/74 

Resolution  Number  A-7-74 

Subject:  HEALTH  MANPOWER  COMMITTEE 

Chapter  VII  — Standing  and  Special  Com- 
mittees — Section  4. 

RESOLVED,  That  Chapter  VII  — Standing  and  Spe- 
cial Committees  — Section  4.  (e)  be  added  to  read: 

(e)  Health  Manpower:  — THIS  COMMITTEE 

SHALL  CONSIST  OF  A CHAIRMAN  AND  AT  LEAST 
EIGHT  MEMBERS,  GIVING  CONSIDERATION  TO 
GEOGRAPHICAL  DISTRIBUTION.  THE  COMMIT- 
TEE SHALL  REPRESENT  THE  ASSOCIATION  ON 
ALL  QUESTIONS  CONCERNING  HEALTH  MAN- 
POWER, INCLUDING  THE  EVALUATION  AND 
DEVELOPMENT  OF  HEALTH  MANPOWER  TRAIN- 
ING PROGRAMS,  AS  WELL  AS  THE  DEVELOP- 
MENT OF  PROGRAMS  TO  IMPROVE  THE  DISTRI- 
BUTION AND  UTILIZATION  OF  HEALTH  MAN- 
POWER. 

Note:  All  bracketed,  italicized  words  represent  dele- 
tions; all  fully  capitalized  words  are  new  material. 

ADOPTED  4/27/74 

MEETING  ADJOURNED  SINE  DIE  AT  10:38  A.M. 

William  E.  Crisp,  M.D. 

Secretary 

by 

Bruce  E.  Robinson 
Executive  Director 
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SQUAW  PEAK  NOTES 


DRY  GULCH  JAKE 


This  corner  has  commented  about  the  recent 
100th  anniversary  of  Hansen’s  discovery  of  the 
causative  organism  of  the  ancient  and  now  would 
be  abandoned  name  for  it,  leprosy.1  You  will 
recall  that  in  Hansen’s  home  town,  Bergen,  Nor- 
way, one  in  ten  of  the  inhabitants  were  infected 
with  the  disease  at  the  time  of  his  definitive 
study. 

Now  certainly  all  of  the  patients  and  most  of 
the  forward  looking  investigators  ask  us  to  name 
the  disease  for  Hansen  and  abandon  the  old 
term.  Be  that  as  it  may,  it  still  hangs  around  and 
Jerri  Davis  at  the  Acute  Disease  Control  Divi- 
sion of  the  Department  of  Health  Services  here 
in  Phoenix  has  come  up  with  some  interesting 
findings.  She  says  that  the  records  are  far  from 
complete  but  a recent  review  of  them  showed 
that  between  1938  and  1932  five  cases  of  leprosy 
came  from  this  State  and  were  sent  to  the  Lepro- 


sarium  in  Carville,  La.,  maintained  by  USPHS. 
From  1952  to  1963  three  of  these  were  still  in 
the  hospital.  From  1963  to  1972  there  were  nine 
new  cases  referred  to  Carville  all  from  Pima 
and  Maricopa  County,  except  one  from  Yuma 
in  1966.  The  average  stay  of  these  cases  has 
been  one  year  at  Carville,  some  of  them  have 
been  in  and  out  of  the  hospital  as  much  as  four 
times  and  one  is  AWOL. 

When  they  are  returned  to  their  home  com- 
munity, they  are  supposedly  kept  under  surveil- 
lance by  the  local  county  health  department. 
It  is  further  noted  that  most  of  these  cases  are 
of  the  local,  nodular  skin  type  and  most  ap- 
parently are  diagnosed  on  the  basis  of  biopsy. 

Dr.  Onie  Williams  a long  time  pathologist  at 
the  Grunow  Clinic  and  St.  Joseph's  Hospital  has 
made  the  diagnosis  several  times  on  biopsy  ma- 
terial referred  by  local  dermatologists.  At  one 
time  he  was  urged  by  the  Public  Health  Serv- 
ice to  publish  a record  of  the  cases  but  demurred. 
The  cases  are  widespread  through  the  South- 
west, although  few  in  number,  but  the  stigma 
of  the  name  of  the  disease  itself  is  so  intense 
that  any  publicity  for  the  area  about  the  local 
incidence  was  thought  to  be  adverse. 

Dr.  Robert  Codings,  erstwhile  Naval  person, 
musician,  linguist  and  practitioner  of  the  Art, 
diagnosed  a case  in  his  Casa  Grande  office.  A 
smear  from  the  nasal  septum  was  positive.  Per- 
ception par  excellence! 

Jerri  Davis  reports  that  within  the  year  two 
new  cases  were  discovered  in  Tucson,  a mother 
and  daughter  both  of  whom  were  born  in  Sonora, 
were  sent  to  Carville,  remained  there  one  month 
and  have  been  discharged  back  to  Pima  County 
for  therapy  to  be  continued.  The  daughter  is 
age  14  with  a neurological  form  of  leprosy,  the 
mother  had  an  ulcer  of  the  leg  which  healed 
under  local  therapy  and  the  sulfoes  during  the 
month  she  was  in  Carville. 

There  have  been  a few  cases  occur  in  service 
men  who  served  in  the  South  Pacific,  especially 
during  WW  II.  I have  not  been  able  to  find 
out  the  exact  number,  you  see  it  alluded  to  occa- 
sionally, and  that  is  about  all. 

Leonard  Wood,  the  physician,  who  began  his 
medical  career  with  the  Army  in  1895  at  Fort 
Huaehuca,  later  to  become  the  Commanding 
Officer  of  the  Rough  Riders  with  Teddy  Roose- 
velt as  his  Executive  Officer,  then  Military  Gov- 


Figure  1 

Laboratory  and  bridge  leading  to  the  new  research 
wards. 


ernor  of  Santiago,  Cuba  and  then  of  the  entire 
Cuban  Occupational  Forces.  He  was  sent  to 
the  Philippines  where  he  subdued  the  remnant 
rebel  forces  on  Mindanao  returned  to  the  states 
and  served  as  Chief  of  Staff  of  the  Army,  lost 
out  as  a Commander  of  the  A.E.F.,  it  went  to 
Pershing  for  various  and  sundry  political  reasons. 
He  lost  out  again  as  a candidate  for  nomination 
as  president  at  the  Republican  Convention  in 
1920.  The  backroom  politicos  gave  us  Harding, 
probably  one  of  our  greatest  non-entity  presi- 
dents. Wood  was  asked  to  become  president  of 
the  Lhhversity  of  Pennsylvania  but  took  the  posi- 
tion as  governor-general  of  the  Philippines  for 
a period  of  one  year  but  eventually  stayed  on 
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until  1927.  During  his  tenure  in  the  Philippines 
leprosy  was  and  apparently  still  is  quite  preva- 
lent and  he  did  his  utmost  to  further  the  humane 
care  of  these  people.  The  main  leper  segregation 
colony  at  that  time  was  on  Culion  which  lies 
about  200  miles  south  of  Manila. 

There  is  a rather  moving  description  of  this 
leprosarium  given  by  Perry  Burgess  in  his  de- 
scription of  an  American  named  Ned  Langford, 
a Spanish- American  War  veteran  who  elected  to 
return  to  the  Philippines  as  an  exile  when  it 
became  evident  that  he  had  acquired  the  disease 
as  a soldier  in  the  Philippines.  It  was  recog- 
nized only  after  he  had  returned  to  his  home 
in  Missouri,  three  years  later.2  He  felt  the  stigma 
of  the  disease  so  keenly  that  he  arranged  for 
his  death  to  be  called  a suicide.  He  changed 
his  name  and  went  to  the  Philippines  to  this 
leprosarium  with  none  of  his  family  aware  that 
he  was  still  living,  except  a younger  brother  who 
was  later  killed  in  WW  I.  There  is  a very  vivid 
description  of  Wood’s  inspection  trip  to  this 
island  and  how  Ned  Langford  tried  to  avoid 
meeting  General  Wood.  But,  he  was  searched 
out  and  they  had  a long  conversation  and  even 
made  plans  about  how  certain  things  could  be 
rectified  and  changed,  improving  the  lot  of  these 
lepers,  many  of  whom  were  never  to  regain  a 
place  in  society. 

In  spite  of  Wood’s  long  service  in  various 
capacities  to  his  country,  I am  not  aware  of  any 
memorial  to  him,  or  any  special  note  about  him 
here  in  the  states.  As  you  know,  he  lost  his  life 
at  the  time  of  a third  operation  for  meningioma 
by  Harvey  Cushing  in  Boston  in  1927.  Cushing 
endeavored  to  get  Congress  to  give  Wood’s  wi- 
dow a pension  but  she  received  nothing.  By 


Figure  3 

The  Leonard  Wood  Monument,  showing  the  long  steps 
to  Rizal  Plaza  in  the  background.  This  monument  was 
designed  and  built  by  the  patients. 


that  time  he  had  long  since  retired  from  the 
Army  and  had  spent  several  years  in  the  Philip- 
pines as  governor-general.  However,  in  the  Phil- 
ippines, on  Culion,  friends  of  Wood  did  per- 
petuate his  memory  by  contributing  to  a labora- 
tory and  research  building  on  the  leper  colony 
and  there  is  also  a statue  in  his  honor  and  is  very 
impressive.  This  Leonard  Wood  Memorial  is 
the  only  organization  devoting  its  entire  efforts, 
on  an  international  basis,  to  scientific  studies 
dealing  with  the  problem  of  Hansen’s  disease.  Its 
purpose  is  to  seek,  through  scientific  investiga- 
tions, the  means  to  eradicate  the  disease. 


Figure  4 

The  square  in  Front  of  Colony  Hall,  showing  the 
Leonard  Wood  Monument  and  stone  steps  to  Rizal  Plaza. 


Epilogue:  Ned  Langford,  the  Spanish- Amer- 
ican  War  veteran,  who  spent  25  years  on  the 
island  of  Culion  as  a leper,  at  last  gained  per- 
mission to  return  to  the  Lhiited  States  and  to 
resume  hospitalization  at  Carville.  The  following 
note  has  been  gleaned  from  a New  Orleans  news 
item  of  the  day,  “The  body  of  Ned  Langford,  a 
veteran  of  the  Spanish  American  War,  who  con- 
tracted leprosy  while  serving  in  the  Philippines, 
was  taken  from  a compartment  of  the  express 
when  it  arrived  in  the  city  last  night.  Langford 
was  being  transferred  from  Culion,  the  leper 
island  of  the  Philippines  to  the  Federal  Lepro- 
sarium at  Carville.  The  ex-soldier  had  been  iso- 
lated during  the  entire  journey,  fo?  the  protection 
of  the  passengers.  The  Federal' Health  Officer 
who  accompanied  him  stated  that  his  patient 
had  died  shortly  after  the  train  entered  Louisi- 
ana. Langford  seemed  reasonably  well  the  pre- 
vious day  except  that  he  was  greatly  excited 
because  the  train  has  passed  through  his  home 
town  and  he  had  seen  the  house  in  which  he  was 
born.”2  The  saga  of  Hansen’s  disease  is  never 
less  than  searing  sorrow. 

1.  Round-Up,  Maricopa  County  Medical  Society,  November 
1972,  page  10. 

2.  Who  Walk  Alone,  Perrv  Burgess,  New  York  1940,  pp.  299- 
307. 
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Letters  to  Editor 

J 

May  1,  1974 

Mrs.  Thomas  Jarvis 
Past  President 

Women’s  Auxiliary  to  ArMA 
1266  Skyline  Drive 
Globe,  Arizona  85501 

Dear  Mrs.  Jarvis: 

I am  deeply  pleased  to  have  received  from  the 
Women’s  Auxiliary  to  the  Arizona  Medical  Asso- 
ciation a check  in  the  amount  of  $8,173  in  sup- 
port of  the  programs  and  activities  of  the  Col- 
lege of  Medicine  which  came  to  us  as  a result  of 
the  efforts  of  your  organization  working  through 
the  Education  and  Research  Fund  of  the  Amer- 
ican Medical  Association.  Even  beyond  our  ob- 
vious gratitude  for  the  privilege  it  is  to  receive 
financial  support  of  this  kind,  my  associates  and 
I remain  proud  of  the  Women’s  Auxiliary  for  its 
interest  in  supporting  our  work  through  its  ef- 
forts. 

I hope  it  will  be  possible  for  you  to  find  a 
way  to  convey  to  your  fellow  Auxiliary  members 
some  measure  of  the  appreciation  we  at  the  Ari- 
zona Medical  Center  feel  about  their  efforts. 

Very  sincerely  yours, 
Merlin  K.  DuVal,  M.D. 


May  9,  1974 

Mr.  Bruce  Robinson 
Executive  Director 
Arizona  State  Medical  Association 
810  West  Bethany  Home  Road 
Phoenix,  Arizona  85013 

Dear  Bruce: 

I am  enclosing  a copy  of  a letter  of  apprecia- 
tion recently  sent  to  33  very  concerned  and 
dedicated  members  of  our  State  Medical  Asso- 
ciation. The  names  of  these  physicians  appear  on 
the  attached  lists.  I am  sure  that  you  share  the 
same  feeling  of  pride  that  I do  in  being  part  of 
an  organization  whose  membership  exhibits  this 
kind  of  genuine  moral  commitment. 


Speaking  as  the  former  President  of  the  Board 
at  CODAC,  I would  like  to  express  our  sincere 
appreciation  to  the  entire  Arizona  State  Medical 
Association  for  its  support,  and  I am  hopeful 
that  this  kind  of  collaborated  effort  can  continue 
in  the  future  for  the  benefit  of  our  entire  eom- 

Sincerely, 

Laurence  Linkner,  M.D. 

President  1973-1974 


Dr.  John  R.  Green,  Editor 
Arizona  Medicine 
810  West  Behany  Home  Road 
Phoenix,  AR.  85013 

Dear  Doctor  Green: 

“Again,  this  year  am  compiling  case  reports 
of  allergic  reactions  to  biting  insects,  i.e.,  mos- 
quitoes, fleas,  gnats,  kissing  bugs,  bedbugs,  dag- 
gers, black  flies,  horseflies,  sandflies,  deerflies, 
etc.  I am  also  interested  in  reactions  to  the  Im- 
ported and  Southern  Fire  Ants. 

I would  like  physicians  to  supply  me  with 
case  reports  of  those  patients  who  have  have  re- 
actions to  such  insects.  Include  in  your  reports, 
the  type  of  reaction  and  complications,  if  any, 
the  age,  sex,  and  race  of  the  patient,  the  site  of 
the  bite(s),  the  season  of  the  year,  the  imme- 
diate symptoms,  the  skin  test  results,  desensitiza- 
tion results,  if  any,  and  any  associated  other 
allergies.  Send  this  information  to  the  following 
address — 

Claude  A.  Frazier,  M.D. 

4-C  Doctors’  Park 

Asheville,  NC  28801.” 


Editor,  Arizona  Medicine 

c/o  Arizona  Medical  Association,  Inc. 

810  W.  Bethany  Home  Rd. 

Phoenix,  Arizona  85013 

Dear  Sirs: 

I am  enclosing  a zerox  copy  of  a letter  from 
the  Department  of  the  Navy  which  should  be  of 
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some  interest  to  physicians  in  Arizona.  Tempor- 
ary duty  at  some  of  the  naval  installations  both 
here  and  abroad,  with  paid  travel  and  reasonable 
pay  for  duty  time,  might  be  of  significant  in- 
terest to  our  physicians.  There  are  certain  “vaca- 
tion areas,”  such  as  Alaska  and  Puerto  Rico, 
which  might  be  attractive  to  someone  looking 
for  a two-week  period  of  work  and  play,  during 
which  they  will  be  doing  a very  real  service  to 
the  Navy,  which  incidentally  is  in  dire  need  of 
medical  support. 

Please  read  the  following  letter  for  more  de- 
tail. 

Very  truly  yours, 

Arthur  R.  Nelson,  M.D. 

CDR  Arthur  R.  Nelson 
7530  Shadow  Mountain  Rd. 

Scottsdale,  AZ.  85251 

Dear  Commander  NELSON, 

The  Navy  needs  your  assistance  to  ensure  that  our 
Health  Care  Delivery  System  does  not  become  second 
rate.  As  a drilling  Reservist,  you  are  undoubtedly  aware 
that  shortages  exist  within  the  Reserve  Program  in  some 
geographic  area.  There  is  an  even  more  acute  shortage 
of  physicians  desiring  active  duty.  The  problem  is  com- 
pounded by  the  inability  to  locate  physicians  within  the 
civilian  community  who  might  be  interested  in  receiv- 
ing information  about  the  opportunities  available  in  the 
Navy.  This  is  where  your  assistance  is  urgently  needed. 

If  you  know  of  a physician  who  might  be  interested 
in  learning  more  about  Navy  medicine,  we  would  be  de- 
lighted to  mail  information  to  him  or  her.  They  may  call 
me  (collect)  at  their  convenience.  415-765-5382.  Many 
times  the  physician  in  solo  or  group  practice  is  not  aware 
of  the  need  that  exists  because  his  busy  schedule  does 
not  permit  extra  time  to  scan  for  advertisements  in 
journals  and  magazines  that  are  not  directly  related  to 
his  specific  area  of  interest.  A word  from  you  at  meet- 
ings or  conventions,  both  professional  and  social,  as  well 
as  through  your  other  encounters  would  be  of  significant 
help. 

The  major  emphasis  is  for  General  Practice  and  Fam- 
ily Practice  physicians,  but  we  also  need  physicians 
with  the  specialties  of  Radiology,  Pathology,  Psychiatry, 
Neurology,  Pediatrics,  Anestheiology  and  Internal  Medi- 
cine. The  Navy  is  also  considering  older  physicians  who 
might  be  interested  in  taking  a two  year  or  longer  break 
from  their  heavy  work  loads  to  practice  in  the  Navy. 
The  age  limit  has  not  been  firmly  established,  but  the 
Navy  is  considering,  on  a case-by-case  basis,  physicians 
in  their  fifties.  We  have  initiated  a request  for  the  Chief 
of  Naval  Personnel  for  retirement  point  credit  to  be 
awarded  to  inactive  Medical  Corps  Officers  assisting 
in  our  recruiting  efforts.  This  request  is  currently  being 
staffed  through  the  Chief  of  Naval  Reserve  and  the 
Bureau  of  Medicine  and  Surgery.  The  endorsement  from 
Commander,  Navy  Recruiting  Command  strongly  recom- 
mend its  approval.  It  is  hoped  that  this  will  become  an 
actuality.  Approved/April. 

If  you  have  any  comments  or  recommendations  that 
might  be  of  assistance  in  our  efforts,  they  will  certainly 
be  seriously  considered. 

Your  participation  in  the  Naval  Reserve  Program  is 
deeply  appreciated,  and  we  hope  to  attract  more  phy- 
sicians to  the  program  as  they  leave  active  duty.  It 
is  a program  vital  to  our  National  interests. 

Sincerely  yours, 

Gene  N.  Stewart 

LT,  MSC,  USN 

Medical  Programs  Officer 


ArMA  Reports 

J 

THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE  BEEN  EDITED  TO 
CONSERVE  SPACE.  A COMPLETE  COPY  OF  THE  MINUTES  OF  ANY  MEET- 
ING WILL  BE  MAILED  TO  ANY  MEMBER  REQUESTING  THEM. 

MEDICAL  ECONOMICS  COMMITTEE 

The  meeting  of  the  Medical  Economics  Committee  of 
the  Arizona  Medical  Association,  Inc.,  held  March  30, 
1974  at  810  West  Bethany  Home  Road,  Phoenix,  Ari- 
zona, convened  at  10:50  a.m.,  Richard  S.  Armstrong, 
M.D.,  Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  February  9,  1974 
were  approved  as  distributed. 

UNIFORM  HEALTH  INSURANCE 
CLAIM  FORM 

It  was  moved  and  carried  to  introduce  the  following 
resolution  in  the  House  of  Delegates  at  their  next  meet- 
ing. 

“WHEREAS,  The  expansion  of  government  programs 
coupled  with  the  extensive  growth  of  the  health 
insurance  industry  and  the  continuous  broadening 
of  policy  provisions  to  cover  more  and  more  ambula- 
tory services,  the  physician  has  found  his  office  sat- 
urated with  various  types  of  insurance  report  forms. 
Many  of  these  report  forms  are  complicated  and 
time  consuming  to  complete;  and 
WHERSAS,  the  American  Medical  Association’s  Council 
on  Medical  Service  and  its  Committee  on  Health 
Care  Financing  recognized  the  need  to  simplify 
and  standardize  reporting  of  physician  services  for 
reimbursement  under  the  various  types  of  govern- 
ment programs  and  third  party  policies;  and 
WHEREAS,  A Work  Group  was  established  to  develop 
a uniform  physician  reporting  form  acceptable  to 
the  various  governmental  agencies  and  health  insur- 
ance organizations.  This  Work  Group  represented  an 
expansion  of  activities  which  have  been  successfully 
carried  on  by  the  AMA  and  the  Health  Insurance 
Council  for  many  years.  Specifically,  the  objectives 
of  the  Work  Group  were  to  develop  a computer 
adaptable  uniform  reporting  form  designed  to:  (1) 
satisfy  the  needs  of  most  health  insurance  organi- 
zations and  agencies;  (2)  reduce  the  total  costs  of 
claims  processing;  (3)  simplify  physician  reporting 
and  third  party  processing  without  impairing  system 
efficiencies  and  controls;  and  (4)  provide  a uniform 
reporting  format  compatible  with  PSRO  data  ac- 
cumulation requirements;  and 
WHEREAS,  The  Work  Group,  consisting  of  members 
representing  the  American  Medical  Association,  Bur- 
eau of  Health  Insurance— DHEW,  California  Medi- 
cal Association,  Health  Insurance  Council,  Medical 
Group  Management  Association,  Medical  Services 
Administration— DHEW,  National  Association  of 
Blue  Shield  Plans,  Office  of  Secretary  of  Defense, 
Health,  and  Environment  (CHAMPUS),  the  Society 
of  Professional  organizations,  has  worked  diligently 
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to  accomplish  its  stated  objectives.  These  objectives 
have  been  met  as  evidenced  by  the  development 
of  the  Uniform  Health  Insurance  Claim  Form;  and 

WHEREAS,  It  has  become  apparent  that  the  amount  of 
office  paperwork  required  of  physicians  has  drama- 
tically increased  over  the  past  several  years  due  to 
third  party  claims  reporting  requirements.  This  add- 
ed workload  has  reduced  the  amount  of  time  avail- 
able for  the  physician  to  render  medical  care  and 
has  increased  his  practice  costs;  therefore  be  it 

RESOLVED,  That  the  Arizona  Medical  Association  urge 
its  members  to  use  the  Uniform  Health  Insurance 
Claim  Form  to  the  exclusion  of  all  others;  and  be  it 
further 

RESOLVED,  That  the  Arizona  Medical  Association  urge 
the  State  of  Arizona  Department  of  Insurance  to 
mandate  the  use  of  the  Uniform  Health  Insurance 
Claim  Form  by  all  health  insurance  companies  in 
Arizona  as  has  been  done  in  the  State  of  Oregon; 
and  be  it  further 

RESOLVED,  That  should  the  State  of  Arizona  Depart- 
ment of  Insurance  not  be  able  to  mandate  the  use  of 
the  Uniform  Health  Insurance  Claim  Form,  that  the 
Association  seek  legislation  to  accomplish  the  above 
stated  goal.’’ 

ARBITRATION 

The  Committee  reviewed  in  depth  the  past  history' 
of  the  arbitration  efforts  in  Arizona  as  they  relate  to 
the  health  care  field.  The  newly  adopted  Illinois  Arbi- 
tration Demonstration  Program  was  also  reviewed. 

It  was  pointed  out  that  an  effort  is  starting  with  the 
St.  Joseph's  Hospital  in  Tucson,  Dr.  Vernor  Lovett  and 
Dr.  Armstrong. 

It  was  moved  and  carried  to  table  further  action  on 
this  matter  until  such  time  as  the  Pilot  Project  at  St. 
Joseph’s  Hospital  was  developed  further. 

RESOLUTION  REGARDING  UNION 
ACTIVITIES  AND  THE  ASSOCIATION 

The  Committee  was  reminded  that  Richard  W.  Swit- 
zer, M.D.  was  asked  to  prepare  a resolution  on  the 
subject  matter  for  presentation  to  the  House  of  Dele- 
gates of  the  Arizona  Medical  Association  at  its  next 
meeting. 

Dr.  Armstrong  read  the  following  letter  from  Dr. 
Switzer: 

“I  am  sending  this  letter  as  I tried  to  call  you  today 
and  you  are  out  for  two  weeks  and  I am  afraid  I 
will  forget  it  if  I have  to  wait  that  long.  I received 
the  minutes  of  the  Medical  Economics  meeting  of 
February  9 today  and  was  reminded  that  the  com- 
mittee had  asked  me  to  prepare  a resolution  on  the 
subject  of  collective  bargaining  for  the  Arizona  Medi- 
cal Association.  In  my  discussions  since  we  had  that 
meeting  with  Mr.  Tom  Bultman  of  the  American 
Federation  of  Physicians  and  Dentists  and  with  the 
union  lawyer  in  town  Mr.  Ira  Sehneier  it  is  apparent 
to  me  that  collective  bargaining  cannot  be  undertaken 
by  any  group  except  a legally  recognized  union.  Unions 


do  not  traditionally  or  perhaps  even  legally  carry  on 
many  of  the  activities  that  the  Arizona  and  American 
Medical  Association  carry  on  at  the  present  time. 
My  feeling  is  that  the  possibility  of  ArMA  and  AMA 
changing  their  organizational  set  up  radically  to  be- 
come a union  and  then  filing  the  necessary  forms 
under  the  national  labor  relations  act  is  not  a reason- 
able goal.  Therefore,  I feel  that  presenting  a resolution 
of  this  type  to  ArMA  would  be  redundant.  If  you  do 
not  agree  please  contact  me  and  we  can  discuss  it 
further.” 

No  further  action  was  taken. 

INFORMED  CONSENT 

Voluminous  material  on  the  subject  of  informed  con- 
sent received  from  the  Arizona  Hospital  Association,  the 
California  Medical  Association  and  the  American  Medical 
Association  was  reviewed  by  the  Committee. 

Following  considerable  discussion  as  to  how  best  to 
utilize  this  information  the  following  suggestions  were 
agreed  upon. 

1.  The  article  “Informed  Consent  In  Focus”  along 
with  the  Hospital  Association’s  legal  opinion  on  informed 
consent  be  published  in  Arizona  Medicine. 

2.  Ask  Travelers  Insurance  Company  to  review  the 
legal  opinion  to  determine  its  value  to  the  medical 
profession  and  to  seek  Travelers’  advice  as  to  how  best 
to  utilize  the  material. 

INADEQUATE  HEALTH  INSURANCE 
POLICIES 

The  research  material  requested  at  the  last  meeting 
on  the  subject  matter  was  reviewed  and  the  following 
steps  were  directed. 

1.  To  publish  in  Medical  Memos  the  procedure  avail- 
able through  the  State  of  Arizona  Department  of  Insur- 
ance for  patients  who  feel  they  have  been  fraudulently 
sold  health  insurance  policies. 

2.  To  advise  the  county  medical  societies  that  the 
survey  taken  January  16,  1974  indicated  no  need  to 
set  up  special  committees  throughout  the  state  to  deal 
with  problems  between  patients  and  insurance  com- 
panies. 

CORRESPONDENCE 

Paul  B.  Jarrett,  M.D.’s  Letter  of  December  3,  1973 

Dr.  Jarrett’s  letter  was  reviewed  and  discussed.  It 
was  determined  to  take  no  action  at  this  time  due 
to  the  large  amount  of  material  currently  being  pub- 
lished on  the  subject  of  malpractice  prevention. 
Patrick  P.  Moraca,  M.D.’s  Letter  of  March  25,  1974 
Dr.  Moraca’s  letter  requesting  the  Committee  to  in- 
troduce a resolution  which,  if  adopted,  would  place  the 
negotiations  with  the  Industrial  Commission  of  Arizona 
in  the  Medical  Economics  Committee  and  out  of  the 
Occupational  Health  Committee  where  it  currently  rests. 

It  was  moved  and  carried  not  to  support  the  pro- 
posed resolution. 

Meeting  adjourned  12:45  p.m. 

Edward  Sattenspicl,  M.D. 

Secretary 
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BOARD  OF  DIRECTORS 

The  meeting  of  the  Board  of  Directors 

of  the  Ari- 

zona  Medical  Association,  Inc.,  held  in  the  Kudu  Room 

of  the  Safari  Hotel,  4611  N.  Scottsdale  Road, 

Scottsdale, 

Arizona,  on  Saturday,  April  27,  1974,  a quorum  being 

present,  convened  at  12:20  p.m.,  William 
M.D.,  President  and  Chairman,  presiding. 

G.  Payne, 

COMMITTEE  CONFIRMATIONS 

It  was  moved  and  carried  to  confirm  the 
appointments. 

Presidential 

For  clarity,  all  committee  members  are  listed  below. 
Only  those  with  an  asterisk  appearing  before  their  names 

are  new  appointments  or  reappointments. 

A.  Articles  of  Incorporation  & Bylaws  Committee 

(Special) 

“Charles  E.  Henderson,  M.D.,  Chairman 

1974-75 

“Arnold  H.  Dysterheft,  M.D. 

1974-75 

“Paul  B.  Jarrett,  M.D. 

1974-75 

“William  W.  McKinley,  M.D. 

1974-75 

“Clarence  E.  Yount,  M.D. 

1974-75 

B.  Benevolent  & Loan  Fund  Committee 

“Daniel  T.  Cloud,  M.D.,  Chairman  1974-75/1972-75 

George  Adams,  M.D. 

1973-76 

“Richard  L.  Dexter,  M.D. 

1974-75 

(Treasurer-Specified) 

Arthur  V.  Dudley,  Jr.,  M.D. 

1974-75 

“R.  Lee  Foster,  M.D. 

1974-77 

Cecil  C.  Vaughn,  Jr.,  M.D. 

1973-76 

Karl  E.  Voldeng,  M.D. 

1973-76 

C.  Finance  Committee 

“Richard  L.  Dexter,  M.D.,  Chairman 

1974-75 

(Treasurer- Specified) 

Philip  E.  Dew,  M.D. 

1972-75 

William  J.  Dunn,  M.D. 

1973-76 

V.  Eugene  Frazier,  M.D. 

1972-75 

“James  L.  Grobe,  M.D. 

1974-77 

Charles  C.  Hedges,  Jr.,  M.D. 

1973-76 

Gerald  Marshall,  M.D. 

1973-76 

Robert  P.  Purpura,  M.D. 

1973-76 

“Otto  S.  Shill,  Jr.,  M.D. 

1974-77 

“Seymour  I.  Shapiro,  M.D. 

1974-77 

D.  Governmental  Services  Committee 

“Stanford  F.  Farnsworth,  M.D.,  Chmn.  1974-75/1972-75 

John  A.  Ash,  M.D. 

1973-76 

Chairman,  Section  on  OEO  Programs 
Otto  L.  Bendheim,  M.D. 

1973-76 

Chairman,  Section  on  Mental  Health 
Walter  R.  Eicher,  M.D. 

1972-75 

Member-at-Large 
Lloyd  S.  Epstein,  M.D. 

1973-76 

Member-at-Large 
John  W.  Heaton,  M.D. 

1973-76 

Member-at-Large 
Charles  Kalil,  M.D. 

1972-75 

Chairman,  Section  on  Indigent  Care 
“Frank  V.  Kearv,  M.D. 

1974-77 

Chairman,  Section  on  Part  B Medicare 
“Louis  C.  Kossuth,  M.D. 

1974-77 

Member-at-Large 
“Joseph  J.  Likos,  M.D. 

1974-77 

Member-at-Large 
Dermont  W.  Melick,  M.D. 

1973-76 

Chairman,  Section  on  RMP 
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Arthur  D.  Nelson,  M.D. 

1974-77 

Member-at-Large 

Albert  J.  Ochsner,  M.D. 

1972-75 

Member-at-Large 

0 Melvin  Phillips,  M.D. 

1973-76 

Member-at-Large 

Wallace  A.  Reed,  M.D. 

1973-76 

Chairman,  Section  on  Medicaid 

James  L.  Schamaden,  M.D. 

1974-77 

Member-at-Large 

Marvin  C.  Schneider,  M.D. 

1974-77 

Member-at-Large 

E.  Grievance  Committee 

Philip  E.  Dew,  M.D.,  Chairman 

1974-75 

(Past  President  - Specified) 

Richard  W.  Abbuhl,  M.D. 

1973-76 

Walter  Brazie,  M.D. 

1972-75 

Richard  E.  H.  Duisberg,  M.D. 

1972-75 

Norman  D.  Duley,  M.D. 

1974-77 

David  E.  Glow,  M.D. 

1974-77 

Stuart  I.  Holtzman,  M.D. 

1972-75 

R.  T.  McDonald,  M.D. 

1973-76 

William  W.  McKinley,  M.D. 

1973-76 

Albert  J.  Ochsner,  M.D. 

1974-77 

F.  Health  Manpower  Committee 

‘Louis  C.  Kossuth,  M.D.,  Chairman  1974-75/1974-77 

'Herbert  K.  Abrams,  M.D. 

1974-76 

'Casey  D.  Blitt,  M.D. 

1974-76 

Bruce  N.  Curtis,  M.D. 

1974-77 

Dermont  W.  Melick,  M.D. 

1974-77 

John  B.  Miller,  M.D. 

1974-75 

Manus  R.  Spanier,  M.D. 

1974-77 

'H.  Stephens  Thomas,  M.D. 

1974-75 

'Jesse  W.  Tapp,  Jr.,  M.D. 

1974-76 

Hugh  C.  Thompson,  M.D. 

1974-76 

Herbert  L.  Winograd 

1974-75 

G.  History  &:  Obituaries  Committee 

John  R.  Green,  M.D.,  Chairman 

1974-75 

(Editor-in-Chief  - Specified) 

Francis  J.  Bean,  M.D. 

1973-76 

Walter  Brazie,  M.D. 

1973-76 

C.  Blind  Giddines,  M.D. 

1973-76 

John  W.  Kennedy,  M.D. 

1974-77 

Abe  I.  Podolsky,  M.D. 

1972-75 

Jay  L.  Sitterley,  M.D. 

1973-76 

H.  Legislative  Committee 

'Richard  D.  Flynn,  M.D.,  Chairman  1974-75/1972-75 

Richard  W.  Abbuhl,  M.D. 

1972-75 

James  E.  Campbell,  M.D. 

1974-77 

W.  Scott  Chisholm,  M.D. 

1973-76 

Sam  C.  Colachis,  Jr.,  M.D. 

1973-76 

William  E.  Crisp,  M.D. 

1973-76 

John  W.  Curtin,  M.D. 

1972-75 

Stanford  F.  Farnsworth,  M.D. 

1973-76 

Donald  M.  Gleason,  M.D. 

1973-76 

Donald  F.  Griess,  M.D. 

1972-75 

Louis  Hirsch,  M.D. 

1973-76 

Robert  D.  Hodgell,  M.D. 

1974-77 

John  P.  Holbrook,  M.D. 

1974-77 

Terrance  W.  Hull,  M.D. 

1972-75 

Marion  A.  Jabczenski,  M.D. 

1972-75 

Meyer  Markovitz,  M.D. 

1972-75 

Gerald  F.  McNally,  M.D. 

1974-77 

Donald  R.  Miles,  M.D. 

1974-77 

R.  Michael  O’Harra,  M.D. 

1973-76 

“Jack  M.  Layton,  M.D. 

1974-77 

Robert  J.  Oliver,  M.D. 

1973-76 

Dermont  W.  Melick,  M.D. 

1973-76 

Ratibor  Pantovich,  D.O. 

1972-75 

Deward  G.  Moody,  M.D. 

1973-76 

“0.  Melvin  Phillips,  M.D. 

1974-77 

“Edward  Sattenspiel,  M.D. 

1974-77 

0 Wilfred  M.  Potter,  M.D. 

1974-77 

William  C.  Scott,  M.D. 

1973-76 

“William  E.  Ragsdale,  Jr.,  M.D. 

1974-77 

“William  F.  Sheeley,  M.D. 

1974-77 

“Gerald  F.  Reimers,  M.D. 

1974-77 

John  J.  Standifer,  M.D. 

1973-76 

Paul  L.  Schnur,  M.D. 

1973-76 

Jesse  W.  Tapp,  Jr.,  M.D. 

1973-76 

“William  C.  Scott,  M.D. 

1974-77 

Ashton  B.  Taylor,  M.D. 

1972-75 

Berton  Siegel,  D.O. 

1972-75 

Albert  G.  Wagner,  M.D. 

1972-75 

Paul  L.  Singer,  M.D. 

1973-76 

L.  Occupational  Health  Committee 

William  L.  Smith,  D.O. 

1972-75 

“Joseph  M.  Hughes,  M.D.,  Chairman  1974-75/1974-77 

“Dennis  E.  Weiland,  M.D. 

1974-77 

Floyd  K.  Berk,  M.D. 

1972-75 

I.  Maternal  & Child  Health  Care  Committee 

Sheldon  Davidson,  M.D. 

1972-75 

“Raymond  J.  Jennett,  M.D.,  Chairman 

1974-75/1974-77 

Walter  V.  Edwards,  M.D. 

1973-76 

“Frederic  W.  Baum,  M.D. 

1974-75 

Norbert  A.  Ehrmann,  M.D. 

1972-75 

Member-at-Large 

Robert  V.  Ploran,  M.D. 

1973-76 

“Walter  B.  Cherny,  M.D. 

1974-77 

“Robert  B.  Leonard,  M.D. 

1974-77 

Chairman,  Section  on  Maternal  Services 

Florian  R.  Rabe,  M.D. 

1973-76 

“Warren  A.  Colton,  Jr.,  M.D. 

1974-75 

“Eugene  J.  Ryan,  M.D. 

1974-77 

Member-at-Large 

Sidney  L.  Stovall,  M.D. 

1972-75 

“William  J.  R.  Daily,  M.D. 

1974-77 

William  C.  Trier,  M.D. 

1972-75 

Chairman,  Section  on  Perinatal  Planning 

“Maier,  Tuchler,  M.D. 

1974-77 

“Glenn  M.  Friedman,  M.D. 

1974-75 

Willis  A.  Warner,  M.D. 

1973-76 

Chairman,  Section  on  Services  for  Children 

M.  Professional  Committee 

“Harlan  R.  Giles,  M.D. 

1974-76 

“Robert  S.  Ganelin,  M.D.,  Chairman  1974-75/1973-76 

Vice-Chairman,  Section  on  Perinatal  Planning 

“Paul  M.  Bindelglas,  M.D. 

1974-77 
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1974-75 

Chairman,  Section  on  Mental  Health 

Vice-Chairman 
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1974-77 

“William  J.  Moore,  M.D. 

1974-76 

Chairman,  Section  on  Aging  & General  Medicine 
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Frederick  J,  Brady,  M.D. 

1973-76 
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Chairman,  Section  on  Public  Health 

J.  Medical  Economics  Committee 

“James  L.  Grobe,  M.D. 

1974-77 

“Richard  S.  Armstrong,  M.D.,  Chmn. 

1974-75/1972-75 

Chairman,  Section  on  Allied  Medical  Groups 

Albert  C.  Asendorf,  M.D. 

1973-76 

Joseph  W.  Hanss,  Jr.,  M.D. 

1972-75 

Francis  J.  Bean,  M.D. 

1972-75 

Chairman,  Section  on  Medicine  & Religion 

“Chester  G.  Bennett,  M.D. 

1974-77 

George  T.  Hoffman,  M.D. 

1972-75 

“Avi  Ben-Ora,  M.D. 

1974-77 

Chairman,  Section  on  Safety 

Charles  M.  Bergschneider,  M.D. 

1973-76 

“James  M.  Hurley,  M.D. 

1974-77 

“Arthur  M.  Brandt,  M.D. 

1974-77 
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“Sam  C.  Colachis,  Jr.,  M.D. 

1974-77 

Helen  Johnson,  M.D. 

1973-76 

Charles  F.  Dalton,  M.D. 

1973-76 

Chairman,  Section  Poison  Control 

Wilbur  D.  Dice,  M.D. 

1972-75 

Laurence  M.  Linkner,  M.D. 

1973-76 

Kenneth  A.  Dregseth,  M.D. 

1972-75 

Chairman,  Section  on  Drug  Abuse 

“L.  David  Harris,  M.D. 
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1973-76 

“Patrick  P.  Moraca,  M.D. 
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Neil  O.  Ward,  M.D. 
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1973-76 

Charles  M.  Lofdahl,  M.D. 
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1974-77 

William  B.  McGrath,  M.D. 

1972-75 

David  Pent,  M.D. 

1973-76 

“Michael  M.  Schreiber,  M.D. 

1974-77 

David  C.  H.  Sun,  M.D. 

1973-76 

P.  Scientific  Assembly  Committee 

“Donald  J.  Ziehm,  M.D.,  Chairman 

1974-75/1974-77 

Suresh  C.  Anand,  M.D. 

1973-76 

“Floyd  K.  Berk,  M.D. 

1974-77 

Thomas  K.  Bittker,  M.D. 

1973-76 

W.  Scott  Chrisholm,  M.D. 

1973-76 

Paul  H.  Duffey,  M.D. 

1973-76 

“Milton  S.  Dworin,  M.D. 

1974-77 

Vincent  A.  Fulginiti,  M.D. 

1973-76 

“Otto  Gamhacorta,  M.D. 

1974-77 

“Clifford  J.  Harris,  Jr.,  M.D. 

1974-77 

Thomas  F.  Hartley,  M.D. 

1972-75 

Thomas  Henry,  M.D. 

1972-75 

“James  M.  Hurley,  M.D. 

1974-77 

Mark  M.  Kartchner,  M.D. 

1973-76 

Norman  N.  Komar,  M.D. 

1973-76 

“Eugene  Leibsohn,  M.D. 

1974-77 

“Philip  Levy,  M.D. 

1974-77 

James  F.  Martin,  M.D. 

1972-75 

John  E.  Oakley,  M.D. 

1972-75 

Neopito  L.  Robles,  M.D. 

1974-77 

W.  David  Rummel,  Jr.,  M.D. 

1972-75 

“Edward  Sattenspiel,  M.D. 

1974-75 

(Vice-President  - Specified) 

“Richard  A.  Silver,  M.D. 

1974-77 

“Luis  S.  Tan,  M.D. 

1974-77 

Oscar  A.  Thorup,  Jr.,  M.D. 

1972-75 

“Wilbur  C.  Voss,  M.D. 

1974-77 

Q.  Ad  Hoc  Intern  & Resident  Membership  Committee 

The  President  to  make  appointments  to  this  committee 
at  a later  date. 


R.  Ad  Hoc  Committee  On  Physician  Rehabilitation 


Richard  E.  Duisberg,  M.D.,  Chairman 

1974-75 

Philip  E.  Dew,  M.D. 

1974-75 

Otto  L.  Bendheim,  M.D. 

1974-75 

William  E.  Bishop,  M.D. 

1974-75 

John  T.  Clymer,  M.D. 

1974-75 

Robert  I.  Cutts,  M.D. 

1974-75 

Laurence  M.  Linkner,  M.D. 

1974-75 

Edward  Sattenspiel,  M.D. 

1974-75 

Donald  L.  Damstra,  M.D. 

1974-75 

Karl  E.  Voldeng,  M.D. 

1974-75 

S.  ArMPAC  - Arizona  Medical  Political  Action 
Committee 

James  A.  Austin,  M.D. 

1974-75 

Casey  Blitt,  M.D. 

1974-75 

Walter  Brazie,  M.D. 

1974-75 

Richard  E.  Brown,  M.D. 

1974-75 

William  E.  Crisp,  M.D. 

1974-75 

Richard  L.  Dexter,  M.D. 

1974-75 

“Arthur  V.  Dudley,  M.D.  1974-75 

“Walter  R.  Eicher,  M.D.  1974-75 

“Carlos  V.  Greth,  M.D.  1974-75 

“Mrs.  Charles  E.  Henderson  1974-75 

“Mrs.  Clare  W.  Johnson  1974-75 

“John  F.  Kahle,  M.D.  1974-75 

“Paul  W.  Kliewer,  M.D.  1974-75 

“Don  V.  Langston,  M.D.  1974-75 

“William  W.  McKinley,  Jr.,  M.D.  1974-75 

“Mrs.  Thomas  A.  Taber  1974-75 

“Mrs.  Lewis  S.  Winter  1974-75 

“Lowell  C.  Wormley,  M.D.  1974-75 


The  matter  of  a chairman  for  this  committee  to  be 
determined  after  consultation  between  Drs.  Payne  and 
Langston. 

OTHER  BUSINESS 

Board  of  Directors  and  Executive  Committee 
1974-75  Meeting  Schedule 

It  was  moved  and  carried  to  adopt  the  following 
schedule  of  meetings  for  1974-75: 

Board  of  Directors 

Saturday,  June  15,  1974  — LOO  p.m. 

Saturday,  September  21,  1974  — 1:00  p.m. 

Sunday,  November  24,  1974  — 10:00  a.m. 

Sunday,  February  23,  1975  — 10:00  a.m. 

Tuesday,  April  22,  1975  — Time  to  be  set 
Executive  Committee 

Saturday,  June  15,  1974  — 10:00  a.m. 

Saturday,  September  21,  1974  — 10:00  a.m. 

Saturday,  November  23,  1974  — 2:00  p.m. 

Saturday,  February  22,  1975  — 2:00  p.m. 

Tuesday,  April  22,  1975  — Time  to  be  set 
BOMEX  Nominees 

It  was  moved  and  carried  to  recommend  the  following 
gentlemen  to  the  Governor  for  possible  appointment  to 
the  Board  of  Medical  Examiners  for  the  term  of  7/1/74— 
6/30/79. 

John  E.  Hildebrand,  M.D.  — Flagstaff 
Richard  T.  McDonald,  M.D.  — Flagstaff 
Gerald  F.  McNally,  M.D.  — Prescott 
Albert  I.  Rosenblatt,  M.D.  — Kingman 
Annual  Meeting  Schedule 

It  was  moved  and  carried  to  ask  the  Scientific  As- 
sembly Committee  to  consider  changing  the  format  of 
the  annual  meeting  so  that  the  business  days  follow 
each  other. 

Blue  Cross  and  H.M.O.’s 

It  was  moved  and  carried  to  refer  to  the  Medical 
Economics  Committee  the  matter  of  how  best  to  keep 
Blue  Cross  from  expanding  in  the  II.M.O.  field. 

Ad  Hoc  Committee  on  Physician  Rehabilitation 

It  was  moved  and  carried  to  direct  the  Articles  and 
Bylaws  Committee  to  develop  proper  language  to  estab- 
lish the  Subject  Committee  as  a full  Standing  Committee. 
No-Fault  Malpractice  Insurance  (Resolution  7-74) 

It  was  moved  and  carried  to  refer  the  late  resolution 
submitted  by  Richard  W.  Switzer,  M.D.,  to  the  Medical 
Economics  Committee  for  recommendation. 

Meeting  adjourned  2:21  p.m. 

William  E.  Crisp,  M.D. 
Secretary 

Bruce  E.  Robinson 
Executive  Director 
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Our  skin 


the  human  integument 


—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacteriai  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


INDlCATIONS:Therapeut/ca//y,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
* secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN 

(POLYMYXIN  B-BACITRACIN-NEOMYCIN) 


Ointment 

Each  grain  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vz  oz.  and  l/32  oz.  (approx.)  foil  packets. 
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Wellcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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Physician 


I 
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i 


your 

‘general  practice” 

couldn’t  be 
more  general 

than  the  Air  Force 


Our  doctors  run  into  everything  — 
and  have  the  modern  facilities  and 
highly  trained  support  staff  to  deal 
with  it.  A medical  career  in  the  Air 
Force  offers  other  advantages,  too 
— reasonable  hours 
with  time  to  spend 


with  your  family  around  the  out- 
standing Air  Force  Base  facilities. 
Administrative  support.  Patient 
treatment  without  regard  for  ability 
to  pay.  An  excellent  program  of  ed- 
ucation if  you  wish  to  specialize  in 
one  of  the  many  areas  of  medicine. 
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Find  “the  perfect  practice” 

in  the  Air  Force. 

Write  today  for  more  information  . . . 

U.S.  Air  Force 

Medical  Careers 


2621  Ave.  E East 


AC602-261  -4731  /Captain  Clark 
AC81  7-461 -1946 


Arlington,  Texas  76011 
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Eugene  R. 
Aimer,  MD 


Paul  M. 

Bindelglas,  MD 


Otto  L. 

Bendheim,  MD 
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Camelback  Professional  Building 
5051  N.  34th  STREET 
PHOENIX , ARIZONA  85018 
(602)  955-6200 

general  psychiatry  / child  psychiatry  / psychoanalysis,  clinical  psychology  / and  family  counseling. 
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Never  before 

so  much  for  so  little. 

You  couldn’t  get  insurance  coverage  this  extensive  on  your  own. 
And,  even  if  you  could,  you  couldn’t  get  it  for  so  little. 

These  6 plans  were  specially  created  for  the  medical  profession 
under  the  auspices  of  the  Arizona  Medical  Association  as  a 
unique  membership  service. 

Rates  are  extremely  low  because  of  group 
economies.  Claim  processing  is  simple  and 
fast  because  all  plans  are  under  a single 
administrator. 

So  why  settle  for  less  coverage  when  you  can 
get  so  much  for  so  little. 

For  more  information,  contact: 

CHARLES  A.  de  LEEUW  AND  ASSOC.  Phoenix,  Arizona  85012 
3424  North  Central  Avenue  Phone:  248-8500 


IF  YOU’RE 

SETTING  UP  PRACTICE, 
WE’RE  WILLING 
TO  BANK  ON  YOU. 


We’re  not  the  biggest  bank  in  town. 


MEDICAL  SERVICES  DEPARTMENT 


• PHOENIX:  JAMES  MAHONEY  - 262-2487  •TUCSON: 


FRED  GUTHRIE  - 792-7005 


Am 


PROFESSIONAL 

LIABILITY 

INSURANCE 

PROGRAM 

CONTINUES  TO  OFFER 

A FIVE  YEAR  GUARANTEE 
PLUS  ADDITIONAL  COVERAGE 


Call  for  up  to  date  information 


Your  full-service,  all-lines  independent  agencies 
offer  total  risk-management  programming  and 

estate  planning. 


Tucson  and  Southern  Arizona 

Patzman-Allen-Lamb  Er  Associates 

5902  East  Pima 
Tucson  85V 12 
Phone  885-2375 


Phoenix  and  Northern  Arizona 
Burns-Harrelson-Burns 

5045  North  12th  Street 
Phoenix  85014 
Phone  266-441 1 


j TRAVELERS  Insurance  Companies 

- HARTFORD.  CONNECTICUT 


The 


We  can  tell  you  how  your 
practice  is  prospering... 
weekly...montnly...or  quarterly. 


Whatever  the  size  of  your  practice,  there’s  a Valley 
Bank  service  that  can  give  you  the  accurate, 
detailed  financial  information  you  need. 

We  call  it  General  Ledger  Management  Service. 
GLM  for  short. 

It’s  quickly  and  easily  installed.  It’s  uncompli- 
cated. And  it  easily  adapts  to  a single-doctor 
practice,  professional  corporations  or  multi-doctor 
clinics. 

It  allows  your  bookkeeper  single-handedly  to 
implement  and  maintain  a comprehensive  general 
ledger  system  for  your  practice.  Our  computer  does 
all  the  posting  and  balancing  (that  one  feature  alone 
can  save  hours  of  tedious,  time-consuming  detail 
work) . 

Because  it  significantly  reduces  manual 
accounting  time,  the  service  saves  money  for  many 
physicians,  too. 


The  Valley  Bank’s  General  Ledger  Management 
System  organizes  information  in  a way  that  makes 
it  easy  for  you  to  analyze  where  your  practice 
stands  financially.  It’s  more  comprehensive,  more 
flexible,  and  provides  more  value  for  your  money 
than  any  other  general  ledger  system  offered  in 
Arizona. 

Call  us.  We’ll  show  you  why. 

In  Phoenix  261-2103 

In  Tucson  792-7370 


Tailored  to  your  specific  needs. 

■ GLM  reports  can  be  provided  weekly,  monthly 
or  quarterly. 

■ Four  basic  reports  are  provided,  each  with 
special  options  available:  General  Ledger,  Trial 
Balance,  Statement  of  Profit  and  Loss,  and 
Balance  Sheet. 

■ Optional  reports  are  available,  offering  in-depth 
expense  ledger  analyses. 

■ Conversion  to  GLM  will  probably  not  require 
any  changes  in  your  present  accounting  pro- 
cedures. 

■ GLM  costs  are  computed  only  on  the  amount 
of  work  processed  for  you  (no  wasteful  blanket 
charges). 
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JONES 
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Valley  National  Bank 
General  Ledger  Management 

Another  service  of  the 

Valley  National  Bank  Business  Systems  Division 
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Ute4ical  Center  and  Clinical  iahratmf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  258-3484 

CLINICAL  PATHOLOGY  DIAGNOSTIC  X-RAY 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE  ELECTROCARDIOGRAPHY 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 
Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 
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It  t$  so  ifeassqring 

to  kitpw  that  soiqeone 


who  (s  loved  by  otlieis  t$  [n 


bacK  hospital  5055  north  34th  street/ 


A comfortable,  eye-appealing,  esthetically  satisfying  office 
(like  the  one  shown  above)  helps  you  get  the  most  from  those 
infrequent  times  when  you  can  manage  a moment  to  yourself. 


So— if  you  plan  to  re-design  your  present  office, 
or  are  moving  to  a new  location,  call  on  us  for  help 
from  the  initial  planning  through  the  complete  job. 

We  specialize  in  imaginative  design,  layout  and 
furnishings  for  a single  office  or  an  entire  Medical 
Complex.  Design,  layout  and  furnishings  that  re- 
flect your  personality,  life-style  and  business 
acumen.  We  invite  you  to  contact  us  for  a no- 
obligation preliminary  consultation  any  time  at  your 
convenience.  Or,  if  you  prefer,  visit  our  furnished 
inC.  Show  Rooms  daily  9 to  5. 

5629  north  third  street  • phoenix  • 265  596C 
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creative 
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THE 


LIFE 


INSURANCE  COMPANY 


Keogh 


pension 

plan 

for  professional 
and  personal  service 
people 


WHAT  IS  THIS"KEOGH  PLAN"I  HEAR  SO  MUCH  ABOUT? 

Commonly  known  as  the  "Keogh  Plan"  or"HR-10", 
the  "Self  Employed  Individuals  Tax  Retirement 
Act"  was  enacted  by  Congress  to  give  you,  the 
professional  man, the  opportunity  to  defer  tax 
on  a portion  of  your  income  set  aside  for  re- 
tirement purposes. 

DOES  THAT  MEAN  I CAN  USE  SOME  OF  THE  MONEY  I 
CURRENTLY  PAY  IN  TAXES  TO  CREATE  AN  INVEST- 
MENT PROGRAM? 

That's  right!  Your  deposits  into  this  program 
are  not  taxed  and  neither  is  the  income  earned 
during  the  accumulation  period.  You  are  taxed 
on  the  fundonly  when  the  benefits  are  actually 
received . 

WHERE  CAN  I GO  TO  EXPLORE  THE  POSSIBILITIES  OF 
TAILORING  THIS  PLAN  TO  FIT  MY  SPECIFIC  NEEDS 
AND  OBJECTIVES? 

Call  any  of  our  representatives,  or  write  to 
Robert  H.  Bridges,  CLU. , at  our  Home  Office. 
It's  as  simple  as  that. Do  it  now  while  you're 
thinking  about  it;  it's  about  time  you  do  your- 
self a favor. 
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HOME  OFFICE:  1337  NORTH  FIRST  ST.  PHOENIX  PHONE  258-4885 


Above 

all 

others! 

Just  as  the  Sierra  Lakes  Observation  Tower  is  set  above  the  surrounding 
landscape , so  living  in  a Sierra  Lakes  Apartment  Home  is  set  above  the 
commonplace  in  adult  apartment  living. 

Sierra  Lakes  is  the  complete  adult  apartment  community  located  in  the 
heart  of  the  Valley  of  the  Sun  accenting  a design  for  modern  and 
sophisticated  living,  inside  and  out.  You  are  moments  from  the  freeway 
providing  you  immediate  access  to  all  other  areas  of  the  valley  . . . just 
18  minutes  from  the  financial  center. 


BLENDING  NA  TURE’S  MAGNIFICENCE . . 
AND  MAN  S INGENUITY 

EXCLUSIVE — The  full  styled  yet  extremely 
functional  interior  design  of  each  apartment 
home  is  complimented  by  our  rustic 
“Terrace  in  the  Sky”.  All  set  in  an 
atmosphere  of  shade  trees  and 
aqua-scaping. 

PRESTIGE — Sierra  Lakes  residents  enjoy 
an  enviable  and  luxurious  resort  atmosphere 
at  a prestige  location  ...  on  The  Lakes. 

SECURITY—  Absolute  privacy  and 
protection  is  assured  by  limited  access  and 
24  hour  professional  personnel. 

Luxurious  and  beautiful  designs  in  seven 
floor  plans  are  available  for  immediate 
occupancy  . . . studio,  one,  two  and  three 
bedrooms.  Select  floor  plans  are  also 
available  with  mirrored  wet  bars  and  cozy 
paneled  fireplaces. 

PHOENIX 

SIERRA  LAKES 
APARTMENT  HOMES 

Rural  Road  & Baseline  — Tempe  — 

Phone  838-6111 

Another  Sierra  National  Apartment  Community 
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McCLINTOCK  DR. 


yOU  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


why  not  have  it 
laminated? 


it  will  last  a lifetime.... 

PLAQUE  SHOP 


Wood  plaques  — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 


7231  EAST  FIRST  AVENUE* 
SCOTTSDALE,  ARIZONA  85251  * 
(602)  945-9338 


MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 


MEDICAL  BOOKSTORE 

College  of  Medicine 
University  of  Arizona 
Tucson,  Arizona  85724 

Phone:  882  - 6669 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.i.  44,  Cortaro,  Ariz. 


Emergency—  our  business 

Air  Evac  — serving  all  Arizonans  — 
can  be  ordered  by  any  physician 
anytime  to  transport  a patient 
anywhere.  Medically  trained  flight 
crew  is  airborne  in  30  minutes. 

(602)  254-7150 

A/fiFVAC^*** 

Samaritan  Health  service 

Phoenix,  Arizona 


BRAND  NEW 


COMMERCIAL  PROPERTIES 
FOR  INVESTORS 


CATERING 
TO  THE 

PROFESSION 

PRINCIPALS  ONLY 


INCOME 

TAX  SHELTER 

APPRECIATION 


DR.  BERNARD  ROSS 

(602)  274-9600 


DOCTOR, 


you  can 

lease 

the 

r o 
yqur 

choice 
at 

10% 

off 


The  Arizona 
Medical 

Association  has  arranged 
a unique  group  automobile 
leasing  program  exclusively  for 
its  members.  A program 
that  gives  you  10%  ofL^  ^ 
the  price  of  normal  C/, 

leasing  rates. 

You  get  choice,  not 
chance.  The  plan 
allows  you  to  select 
the  dealer,  the  car  and  any 
accessories.  No  red  tape.  Our 
agent  will  purchase  the  car 
and  lease  it  to  you. 

If  you’re  interested,  call  ArMA 
or  fill  in  the  attached  coupon. 


Contact  me  concerning  the  ArMA 
group  auto  leasing  program. 

Name: 

M.D  Phone:  

Address: 

City: 

Dealer  desired: 

Address: — 

Cily: 

Mail  to:  Arizona  Medical  Association,  Inc. 
810  West  Bethany  Home  Road 
Phoenix,  Arizona  85013 


ARIZONA  MEDICINE 


Directory 


THE  ARIZONA  MEDICAL  ASSOCIATION,  INC.,  ORGANIZED  1892,  810  W.  BETHANY  HOME  ROAD,  PHOENIX,  ARIZONA  85013. 


OFFICERS  AND  DIRECTORS  - 1974-1975 


President- William  G.  Payne,  M.D.  

President-Elect— William  C.  Scott,  M.D 

Vice  President— Edward  Sattenspiel,  M.D 

Secretary— William  E.  Crisp,  M.D 

Treasurer— Richard  L.  Dexter,  M.D 

Speaker  of  the  House— Robert  A.  Price,  M.D 

Past  President— Philip  E.  Dew,  M.D 

Editor-In-Chief— John  R.  Green.  M.D 

Delegate  to  AMA— Seymour  I.  Shapiro,  M.D 

Delegate  to  AMA— Daniel  T.  Cloud,  M.D 

Delegate  to  AMA— Richard  O.  Flynn,  M.D 

Alternate  Delegate  to  AMA— Arthur  V.  Dudley,  Jr.,  M.D. 
Alternate  Delegate  to  AMA— W.  Scott  Chisholm,  Jr.,  M.D 


P.  O.  Box  V.,  Tempe 

U.  of  A.  College  of  Medicine,  Tucson 

333  W.  Thomas  Rd.,  Phoenix 

. . . .926  E.  McDowell  Rd..  Phoenix 

P.  O.  Box  26926,  Tucson 

4247  N.  32nd  St.,  Phoenix 

P.  O.  Box  1911,  Tucson 

302  W.  Thomas  Rd.,  Phoenix 

. . . .5402  E.  Grant  Rd.,  #F,  Tucson 

3411  N.  5th  Ave.,  Phoenix 

2210  S.  Mill  Ave.,  Tempe 

1601  N.  Tucson  Blvd.,  #23  Tucson 
. ...  1158  E.  Missouri  Ave.,  Phoenix 


85281 

85724 

85013 

85006 

85726 

85018 

85702 

85013 

85712 

85013 
85281 
85716 

85014 


DISTRICT  DIRECTORS 

Central  District— George  L Hoffmann.  M.D 

Central  District— James  M.  Hurley,  M.D 

Central  District— Wallace  A.  Reed,  M.D 

Central  District— Lawrence  J.  Shapiro,  M.D 

Northeastern  District— Jack  I.  Mowrey,  M.D 

Northwestern  District— John  F.  Kahle,  M.D 

Southeastern  District— Bruce  N.  Curtis,  M.D 

Southern  District— Richard  S.  Armstrong,  M.D 

Southern  District— Henry  P.  Limbacher,  M.D 

Southern  District— Vernor  F.  Lovett,  M.D 

Southwestern— Glen  H.  Walker,  M.D 


438  W.  5th  Place.  Mesa 

. . . .3143  N.  32nd  St.,  Phoenix 
1040  E.  McDowell  Rd.. Phoenix 
. . .550  W.  Thomas  Rd.,  Phoenix 

P.  O.  Box  887,  Lakeside 

715  N.  Beaver,  Flagstaff 

.618  N.  Central  Avenue,  Safford 

P.  O.  Box  12787,  Tucson 

P.  O.  Box  26926,  Tucson 

. . .5402  E.  Grant  Road,  Tucson 
291  W.  Wilson,  Coolidge 


85201 

85018 

85006 

85013 

85929 

86001 

85546 

85732 

85726 

85712 

85228 


MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND  MEXICO 

President— Luis  Cueva  Niz  Mar-Negro  #1343,  Guadalajara,  Jalisco,  Mexico 

President-Elect— Herbert  W.  Bradley,  M.D 800  Third  Street,  Marysville,  California  95001 

Vice  President— Fernando  de  La  Cueva  Hidalgo  #3266,  Guadalajara,  Jalisco,  Mexico 

Secretary,  USA— Schyuler  V.  Hilts,  M.D Tucson  Medical  Center,  P.O.  Box  6607.  Tucson,  AZ  85716 

Secretary,  Mexico— Horace  Pakilla,  M.D Hospital  Civil,  Guadalajara,  Jalisco,  Mexico 

Treasurer,  USA— Lucy  A.  Vemetti,  M.D 333  West  Thomas  Road.  #207,  Phoenix,  AZ  85013 

Treasurer,  Mexico— Jorge  Riggen  Davila,  M.D Marsella  #510  Sur,  Guadalajara,  Jalisco,  Mexico 

Executive  Secy,  USA— Mrs.  Virginia  E.  Bryant  333  West  Thomas  Road,  #207,  Phoenix,  AZ  85013 

Executive  Secy,  Mexico— Sr.  Alfredo  Parton  Heriberto  Frias  #60  Sur,  Mazatlan,  Sinola,  Mexico 


COMMITTEES  - 1974-75 

ARTICLES  OF  INCORPORATION  & BYLAWS  COMMITTEE: 
Charles  E.  Henderson,  M.D.,  Chairman  (Phoenix);  Arnold 
II.  Dysterhelt,  M.D.  (Lakeside);  Paul  B.  Jarrett,  M.D.  (Phoe- 
nix); William  W.  McKinley,  Jr.,  M.D.  (Scottsdale);  Clarence 
E.  Yount,  Jr.,  M.D.  (Prescott). 

BENEVOLENT  & LOAN  FUND  COMMITTEE:  Daniel  T.  Cloud, 
M.D.,  Chairman  (Phoenix);  George  Adams,  M.D.  (Tucson); 
Richard  L.  Dexter,  M.D.  (Tucson);  Arthur  V.  Dudley,  Jr., 
M.D.  (Tucson);  R.  Lee  Foster,  M.D.  (Phoenix);  Cecil  C. 
Vaughn,  Jr.,  M.D.  (Phoenix);  Karl  E.  Voldeng,  M.D.  (Phoenix). 
FINANCE  COMMITTEE:  Richard  L.  Dexter,  M.D.,  Chairman 
(Tucson);  Philip  E.  Dew,  M.D.  (Tucson);  William  J.  Dunn, 
M.D.  (Phoenix);  V.  Eugene  Frazier,  M.D.  (Mesa);  James 

L.  Globe,  M.D.  (Phoenix);  Charles  C.  Hedges,  Jr.,  M.D. 
(Phoenix);  Gerald  Marshall,  M.D.  (Phoenix);  Robert  P. 
Pupura,  M.D.  (Tucson);  Otto  S.  Shill,  Jr.,  M.D.  (Tempe); 
Seymour  I.  Shapiro,  M.D.  (Tucson). 

GOVERNMENTAL  SERVICES  COMMITTEE:  Stanford  F.  Farns- 
worth, M.D.,  Chairman  (Phoenix);  John  A.  Ash,  M.D.  (Phoe- 
nix); Otto  L.  Bendheim,  M.D.  (Phoenix);  Walter  R.  Eicher, 

M. D.  (Chandler);  Lloyd  S.  Epstein,  M.D.  (Tucson);  John 
W.  Heaton,  M.D.  (Phoenix);  Charles  Kalil,  M.D.  (Phoenix); 
Frank  V.  Keary,  M.D.  (Tucson);  Louis  C.  Kossuth,  M.D. 
(Phoenix);  Dermont  W.  Meliek  (Tucson);  Arthur  D.  Nelson, 
M.D.  (Phoenix);  Albert  J.  Ochsner,  M.D.  (Yuma);  O.  Melvin 
Phillips,  M.D.  (Scottsdale);  Wallace  A.  Reed,  M.A.  (Phoe- 
nix); James  L.  Schamadan,  M.D.  (Phoenix);  Marvin  C. 
Schneider,  M.D.  (Phoenix). 

GRIEVANCE  COMMITTEE:  Philip  E.  Dew,  M.D.,  Chairman 
(Tucson);  Richard  IV.  Abbuhl,  M.D.  (Phoenix);  Walter  Brazie, 
M.D.  (Kingman);  Richard  E.  H.  Duisberg,  M.D.  (Phoenix); 
Norman  D.  Duley,  M.D.  (Flagstaff);  David  E.  Glow,  M.D. 
(Sierra  Vista);  Stuart  I.  Holtzman,  M.D.  (Tucson);  R.  T. 
McDonald,  M.D.  (Flagstaff);  William  W.  McKinley,  M.D. 
(Scottsdale);  Albert  J.  Ochsner.  M.D.  (Yuma). 

HEALTH  MANPOWER  COMMITTEE:  Louis  C.  Kossuth,  M.D., 
Chairman  (Phoenix);  Herbert  K.  Abrams,  M.D.  (Tucson); 
Casey  D.  Blitt,  M.D.  (Tucson);  Bruce  N.  Curtis,  M.D.  (Saf- 
ford);  Dermont  W.  Meliek,  M.D.  (Tucson);  John  B.  Miller, 
M.D.  (Phoenix);  Manus  R.  Spaniel',  M.D.  (Prescott);  H. 
Stephens  Thomas,  M.D.  (Phoenix);  Jesse  W.  Tapp,  Jr., 
M.D.  (Tucson);  Hugh  C.  Thompson,  M.D.  (Tucson);  Her- 
bert L.  Winograd,  M.D.  (Phoenix). 

HISTORY  & OBITUARIES  COMMITTEE:  John  R.  Green,  M.D., 
Chairman  (Phoenix);  Francis  J.  Bean,  M.D.  (Tucson);  Walter 
Brazie,  M.D.  (Kingman);  C.  Bland  Giddings,  M.D.  (Mesa); 
John  W.  Kennedy,  M.D.  (Phoenix);  Abe  I.  Podolsky,  M.D. 
(Yuma);  Jay  L.  Sitterley,  M.D.  (Flagstaff). 


LEGISLATIVE  COMMITTEE:  Richard  O.  Flynn,  M.D.,  Chair- 
man (Tempe);  Richard  W.  Abbuhl,  M.D.  (Phoenix);  James 
E.  Campbell,  M.D.  (Phoenix);  W.  Scott  Chisholm,  M.D. 
(Phoenix);  Sam  C.  Colachis,  Jr.,  M.D.  (Phoenix);  William 
E.  Crisp,  M.D.  (Phoenix);  John  W.  Curtin,  M.D.  (Phoenix); 
Stanford  F.  Farnsworth,  M.D.  (Phoenix);  Donald  M.  Gleason, 
M.D.  (Tucson);  Donald  F.  Greiss,  M.D.  (Tucson);  Louis 
Hirsch,  M.D.  (Tucson);  Robert  D.  Hodgell,  M.D.  (Prescott); 
John  P.  Holbrook,  M.D.  (Tucson);  Terrance  W.  Hull,  M.D. 
(Phoenix);  Marion  A.  Jabczenski,  M.D.  (Phoenix);  Meyer 
Markovitz,  M.D.  (Phoenix);  Gerald  F.  McNally,  M.D.  (Pres- 
cott); Donald  R.  Miles,  M.D.  (Phoenix);  R.  Michael  O’Harra, 
M.D.  (Phoenix);  Robert  J.  Oliver,  M.D.  (Tucson);  Ratibor 
Pantovich.  D.O.  (Phoenix);  O.  Melvin  Phillips,  M.D.  (Scotts- 
dale); Wilfred  M.  Potter,  M.D.  (Scottsdale);  William  E. 
Ragsdale,  Jr.,  M.D.  (Phoenix);  Gerald  F.  Reimers,  M.D. 
(Scottsdale);  Paul  L.  Schnur,  M.D.  (Tucson);  William  C. 
Scott,  M.D.  (Tucson);  Berton  Seigel.  D.O.  (Phoenix);  Paul 

L.  Singer,  M.D.  (Phoenix);  William  L.  Smith,  D.O.  (Phoe- 
nix); Dennis  E.  Weiland,  M.D.  (Scottsdale). 

MATERNAL  & CHILD  HEALTH  CARE  COMMITTEE:  Ray- 
mond J.  Jennett,  M.D.,  Chairman  (Phoenix);  Frederic  W. 
Baum,  M.D.  (Phoenix);  Walter  B.  Cherny,  M.D.  (Phoenix); 
Warren  A.  Colton,  Jr.,  M.D.  (Tempe);  William  J.  R.  Daily, 

M. D.  (Phoenix);  Glenn  M.  Friedman,  M.D.  (Scottsdale); 
Harlan  R.  Giles,  M.D.  (Tucson);  Belton  P.  Meyer,  M.D. 
(Phoenix);  William  J.  Moore,  M.D.  (Phoenix). 

MEDICAL  ECONOMICS  COMMITTEE:  Richard  S.  Armstrong, 
M.D.,  Chairman  (Tucson);  Albert  C.  Asendorf,  M.D.  (Phoe- 
nix); Francis  J.  Bean,  M.D.  (Tucson);  Chester  G.  Bennett, 
M.D.  (Phoenix);  Avi  Ben-Ora.  M.D.  (Phoenix);  Charles  M. 
Bergschneider,  M.D.  (Scottsdale);  Arthur  M.  Brandt,  M.D. 
(Tucson);  Sam  C.  Colachis,  Jr.,  M.D.  (Phoenix);  Charles  F. 
Dalton,  M.D.  (Phoenix);  Wilbur  D.  Dice,  M.D.  (Yuma); 
Kenneth  A.  Dregseth,  M.D.  (Sierra  Vista);  L.  David  Harris, 

M. D.  (Tucson);  George  L Hoffmann.  M.D.  (Mesa);  Howard 

N.  Kandell,  M.D.  (Phoenix);  Patrick  P.  Moraca,  M.D.  (Phoe- 
nix); Robert  P.  Purpura,  M.D.  (Tucson);  Paul  L.  Schnur, 
M.D.  (Tucson);  George  Serbin,  M.D.  (Phoenix);  Richard 
W.  Switzer,  M.D.  (Tucson);  Burton  E.  Weissman,  M.D. 
(Phoenix). 

MEDICAL  EDUCATION  COMMITTEE:  Robert  E.  T.  Stark, 

M.D.,  Chairman  (Phoenix);  Willis  H.  Bower,  M.D.  (Phoe- 
nix); Daniel  B.  Carroll,  M.D.  (Phoenix);  Melvin  L.  Cohen, 
M.D.  (Phoenix);  David  J.  Crosby,  M.D.  (Phoenix);  Kenneth 
A.  Dregseth,  M.D.  (Sierra  Vista);  Harry  W.  Hale,  Jr.,  M.D. 
(Phoenix);  Robert  E.  Hastings,  Jr.,  M.D.  (Tucson);  Raymond 
J.  Jennett,  M.D.  (Phoenix);  Howard  N.  Kandell,  M.D.  (Phoe- 
nix); Jack  M.  Layton,  M.D.  (Tucson);  Dermont  W.  Meliek, 
M.D.  (Tucson);  Eiew'ard  G.  Moody,  M.D.  (Nogales);  Edward 
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MFM8PRS  ARE  URGED  TO  BRING  MATTERS  ON  INTEREST  AND  CONCERN  TO  THE 
CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF  ANY 
MEMBER  OF  THE  BOARD  OF  DIRECTORS. 

AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


Sattenspiel,  M.D.  (Phoenix);  William  C.  Scott,  M.D.  (Tuc- 
son); William  F,  Sheeley,  M.D.  (Phoenix);  John  J.  Standifer, 
M.D.  (Kingman);  Jesse  W.  Tapp,  Jr.,  M.D.  (Tucson);  Ash- 
ton B.  Taylor,  M.D.  (Phoenix);  Albert  G.  Wagner,  M.D. 
(Phoenix). 

OCCUPATIONAL  HEALTH  COMMITTEE:  Joseph  M.  Hughes, 
M.D..  Chairman  (Phoenix);  Floyd  K.  Berk,  M.D.  (Tucson); 
Sheldon  Davidson,  M.D.  (Phoenix);  Walter  V.  Edwards, 
M.D.  (Phoenix);  Norbert  A.  Ehrmann,  M.D.  (Kearny);  Robert 
Y.  Horan,  M.D.  (Morenei);  Robert  B.  Leonard,  M.D.  (Phoe- 
nix); Florian  R.  Rabe,  M.D.  (Scottsdale);  Eugene  J.  Ryan, 
M.D.  (Phoenix);  Sidney  L.  Stovall,  M.D.  (Phoenix);  William 
C.  Trier,  M.D.  (Tucson);  Maier  Tuchler,  M.D.  (Phoenix); 
Willis  A.  Warner,  M.D.  (Phoenix). 

PROFESSIONAL  COMMITTEE:  Robert  S.  Ganelin,  M.D.,  Chair- 
man (Phoenix);  Paul  M.  Bindelglas,  M.D.  (Phoenix);  Paul 

B.  Borgeson,  M.D.  (Phoenix);  Frederick  J.  Brady,  M.D. 
(Tucson);  James  L.  Grobe,  M.D.  (Phoenix);  Joseph  W. 
Hanss,  Jr.,  M.D.  (Phoenix);  George  T.  Hoffman,  M.D.  (Phoe- 
nix); James  M.  Hurley,  M.D.  (Phoenix);  Helen  Johnson, 
M.D.  (Tucson);  Laurence  M.  Linkner.  M.D.  (Phoenix);  Wil- 
liam G.  Payne,  M.D.  (Tempe);  Donald  F.  Schuller,  M.D. 
(Phoenix);  George  A.  Spendlove,  M.D.  (Phoenix);  Neil  O. 
Ward,  M.D.  (Phoenix). 

PUBLIC  RELATIONS  COMMITTEE:  William  C.  Scott,  M.D., 
Chairman  (Tucson);  E.  Frederick  Bloemker,  M.D.  (Phoenix); 
J.  Walter  Brock,  M.D.  (Scottsdale);  Edward  B.  Grothaus, 
M.D.  (Tucson);  Richard  L.  Jones,  M.D.  (Tempe);  Robert  A. 
Johnson  M.D.  (Phoenix);  Robert  F.  Keeling  Sr.,  M.D. 
( A j o ) ; Don  V.  Langston  M.D.  (Phoenix);  Charles  M.  Lofdahl, 
M.D.  (Phoenix);  Irving  M.  Pallin,  M.D.  (Sun  City);  William 
Russell,  Jr.,  M.D.  (Pohenix);  William  C.  Scott  M.D.  (Tuc- 
son); Lawrence  I.  Shapiro,  M.D.  (Phoenix);  Selma  E.  Tar- 
govnik,  M.D.  (Phoenix);  Morton  S.  Thomas,  III,  M.D.  (Wick- 
enberg). 

PUBLISHING  COMMITTEE:  John  R.  Green.  M.D.  Chairman 
(Phoenix';  Tohn  C.  Duffy.  M.D.  (Tucson);  Walter  V.  Ed- 
wards, M.D.  (Phoenix);  Gerald  Kaplan,  M.D.  (Phoenix); 
William  B.  McGrath.  M.D.  (Phoenix);  David  Pent,  M.D. 
(Phoenix);  Michael  M.  Schreiber,  M.D.  (Tucson);  David 

C.  H.  Sun,  M.D.  (Phoenix). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Donald  J.  Ziehm, 
M.D.,  Chairman  (Phoenix);  Suresh  C.  Anand,  M.D.  (Phoe- 
nix); Floyd  K.  Berk.  M.D.  (Tucson);  Thomas  K.  Bittker. 
M.D.  (Phoenix);  W.  Scott  Chisholm.  M.D.  (Phoenix);  Paul 
H.  Duffey,  M.D.  (Tucson);  Milton  S.  Dworin.  M.D.  (Tucson); 
Vincent  A.  Fulginiti,  M.D.  (Tucson);  Otto  Gambacorta, 

M. D.  (Tucson);  Clifford  J.  Harris,  Jr.,  M.D.  (Mesa);  Thomas 
F.  Hartley,  M.D.  (Phoenix);  Thomas  Henry,  M.D.  (Flagstaff); 
James  M.  Hurley,  M.D.  (Phoenix);  Mark  M.  Kartchner.  M.D. 
(Tucson);  Norman  N.  Komar.  M.D.  (Tucson);  Eugene  Leib- 
sohn.  M.D.  (Phoenix);  Philip  E.  Levy,  M.D.  (Phoenix); 
James  F.  Martin.  M.D.  (Yuma);  John  E.  Oakley,  M.D.  (Pres- 
cott); Neopito  L.  Robles,  M.D.  (Tucson);  W.  David  Hum- 
mel, Jr.,  M.D.  (Prescott);  Edward  Sattenspiel,  M.D.  (Phoe- 
nix); Richard  A.  Silver  M.D.  (Tucson);  Luis  S.  San.  M.D. 
(Phoenix'1;  Oscar  A.  Thorup,  Jr.,  M.D.  (Tucson);  Wilbur  C. 
Voss,  M.D.  (Tucson). 

COUNTY  MEDICAL  SOCIETY  OFFICERS,  1973-74 

APACHE:  H.  G.  Erhart  M.D.  President,  Box  71,  Springerville, 
85938;  D.  L.  Neel,  M.D.,  Secretary,  Box  827,  Lakeside, 
85929. 

COCHISE:  Edward  If.  Vogel.  M.D..  President,  302  El  Comino 
Real,  Sierra  Vista  85635;  Edward  B.  Grothaus,  M.D.  Secre- 
tary, P.O.  Box  2082,  Sierra  Vista  85635. 

COCONINO:  B.  Alfred  Finney  M.D.,  President.  1355  N.  Beaver, 
Flagstaff,  86001;  Tohn  R.  Jamison,  M.D.,  Secretary,  1355 

N.  Beaver,  Flagstaff,  86001. 

GILA:  Charles  A.  Beiarano.  M.D.,  President,  Drawer  L.  Clavpool, 
85532;  D.  B.  Gilbert,  M.D.,  Secretary,  P.  O.  Box  1030, 
Payson  85541. 

GRAHAM:  William  R.  Sullivan,  M.D.,  President,  2016  W.  16th 
St.,  Safford,  85546;  Edward  R.  Curtis,  M.D.,  Secretary,  503 
5th  Ave.,  Safford,  85546. 

GREENLEE:  Gordon  Garrioch,  M.D..  President,  Morenei  Hospital, 
Morenei,  85540;  Roberto  A.  Dinglasan,  M.D.,  Secretary, 
Morenei  Hospital,  Morencie,  85540. 

MARICOPA:  David  Pent  M.D.  President;  Max  L.  Wertz.  M.D., 
Secretary.  (Society  address:  2025  N.  Central,  Phoenix  85004.) 

MOHAVE:  Albert  Rosenblatt,  M.D.,  President,  412  E.  Oak  St., 
Kingman,  86401;  Earl  Gilbert.  M.D.,  Secretary,  Mohave 
General  Hospital,  Kingman,  86401. 

NAVAJO:  George  G.  Bertino,  Jr.,  M.D.,  President,  1500  William- 
son Ave.,  Winslow,  86047;  R.  Joseph  Haley  III,  M;D., 
Secretary,  P.O.  Box  700,  Holbrook,  86025. 


PIMA:  Newell  K.  Richardson,  M.D.,  President;  Stuart  W.  West- 
fall,  M.D.,  Secretary.  (Society  address:  2555  East  Adams 
Street,  Tucson  85716.) 

PINAL:  James  M.  Wagoner,  M.D.,  President,  1023  E.  Florence, 
Casa  Grande  85222;  Paul  A.  Rosborough,  M.D.,  Secretary, 
Pinal  General  Hospital,  Florence  85232. 

SANTA  CRUZ:  Delmar  R.  Mock,  M.D.,  President,  Box  433  Pata- 
gonia, 85624;  Charles  S.  Smith,  M.D.,  Secretary,  P.O.  Box 
1382,  Nogales,  85621. 

YAVAPAI:  G.  F.  McNally,  M.D.,  President,  2400  Nolte  Dr., 
Prescott  86301;  John  Houston,  M.D.,  Secetary,  533  W. 
Gurley,  Prescott  86301. 

YUMA:  Dale  F.  Webb,  M.D.,  President,  2244  Ave.  A,  Yuma, 
85364;  William  J.  Hultgen,  M.D.,  Secretary,  Kofa  Station, 
Yuma,  85364. 

WOMAN’S  AUXILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION  1974-1975 

PRESIDENT  Mrs.  Raymond  A.  Vaaler  (Ann) 

3624  North  54th  Court,  Phoenix  85018 

PRESIDENT  ELECT  Mrs.  Howard  Kimball  (Ella) 

414  W.  Northview  Ave.,  Phoenix  85021 

1st  VICE  PRESIDENT Mrs.  M.  David  Ben-Asher  (Bryna) 

1221  E.  Camino  De  Los  Padres,  Tucson  85718 

2nd  VICE  PRESIDENT  Mrs.  Chester  Bennett  (Nancy) 

6050  N.  22nd  St.,  Phoenix  85016 

RECORDING  SECY Mrs.  Mel  J.  Harvey  (Rita) 

Box  1729,  Lake  Havasu  86403 

TREASURER  Mrs.  John  Vosskuhler  (JoAnn) 

2220  N.  Crescent  Drive,  Flagstaff  86001 

DIRECTOR  1974-75  Mrs.  Thomas  Jarvis  (Barbara) 

1266  Skyline  Drive,  Globe  85501 

DIRECTOR  1973-75  Mrs.  Joseph  McNally  (Suzie) 

Route  1,  Box  320,  Prescott 

DIRECTOR  1974-76  Mrs.  Robert  Delph  (Grace) 

600  Robin  Lane,  #24,  Yuma  85364 

CHAPLAIN  Mrs.  Vernon  F.  Lovett  (Barbara) 

4043  N.  Pontatoc,  Tucson  85718 

CORRESPONDING  SECY Mrs.  Rex  O.  Vaubel  (Eileen) 

1 17  W.  Glenn  Dr.,  Tucson  85021 

HISTORIAN  Mrs.  Melvin  Phillips  (Jean) 

1001  Norris  Rd.,  Prescott  86301 

PARLIAMENTARIAN  Mrs.  Tosepli  Reno  (Maude) 

621  W.  Beal  Rd.,  Flagstaff  86001 

STANDING  & SPECIAL  COMMITTEES 

AMAERF  Mrs.  John  J.  Standifer,  M.D.  (Pauline) 

620  E.  Oak  St.,  Kingman  86401 
BYLAWS.  PROCEDURES  & 

GUIDELINES  Mrs.  Eugene  S.  Rounseville  (Aileen) 

3240  Hualapai,  Kingman  86401 

COMMUNICATIONS  Mrs.  George  Stavros  (Theresa) 

315  W.  Kaler,  Phoenix  85021 

COMMUNITY  HEALTH  Mrs.  Ronald  Christ  (Carol) 

1402  Gateway  Ave.,  Yuma  85364 

CONVENTION Mrs.  Lawrence  M.  Haas  (Marilyn) 

7302  East  Calle  Agerrida,  Tucson  85715 

FAMILY  HEALTH  Mrs.  Bovd  Metcalf  (Kay) 

5701  Calle  Del 'Paisano,  Phoenix  85018 

FINANCE  Mrs.  Thurman  Leonard  (Ann) 

385  N.  Bertrand  St.,  Flagstaff  86001 

GEMS  Mrs.  Ray  Williams  (Ann) 

511  W.  Flvnn  Lane,  Phoenix  85013 

HAMER  EDUC.  LOAN  FUND Mrs.  Alvin  Swenson  (Vicki) 

5250  Bartlett  Circle  Phoenix  85016 
HEALTH  EDUCATION  . . . .Mrs.  Charles  C.  Hedges,  Jr.  (Dottie) 
5227  E.  Fresno  Dr.,  Phoenix  85018 

HEALTH  MANPOWER  Mrs.  Luis  Tan  (Mary  To) 

3510  E.  Nita  Rd.,  Paradise  Valley  85253 

HOSTESS  Mrs.  Dennis  E.  Weiland  (Jeanne) 

5826  N.  Monte  Vista  Dr.,  Scottsdale  85253 
INTERNATIONAL  HEALTH  . . Mrs.  J.  O.  Soderstrom  (Juanita) 
805  Prescott  Heights  Dr.,  Prescott  86301 

LEGISLATION  Mrs.  Terrance  W.  Hull  (Jane) 

145  W.  Gardenia  Dr.,  Phoenix  85021 

MEMBERSHIP  Mrs.  M.  David  Ben-Asher  (Byma) 

1221  E.  Camino  De  Las  Padres,  Tucson  85718 

PROGRAM  Mrs.  Howard  Kimball  (Ella) 

414  W.  Northview  Ave.,  Phoenix  85021 

PUBLICATIONS  Mrs.  Charles  I.  Fisher  (Peggy) 

352  W.  Berridge  Lane,  Phoenix  85013 

DISTRIBUTION  Mrs.  Eugene  M.  Ross  (Shirley) 

641  W.  Linger  Lane,  Phoenix  85021 

REPORTS  Mrs.  Charles  Kalil  (Ylma) 

1300  E.  Missouri  Ave.,  Phoenix  85014 

WASAMA  Mrs.  Leonard  F.  Peltier  (Marian) 

1441  E.  Via  Soledad,  Tucson  85718 
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Future 

Medical  Meetings 


PRACTICAL  ANATOMY  OF  THE 
ORBIT  AND  ITS  CONTENTS: 

A COURSE  IN  DISECTION 
April  1 6-June  25,  1 974  — 3 p.m. 
University  of  Arizona  College  of  Medicine 

SPONSOR:  Division  Of  Opthalmology,  U of  A 
College  of  Medicine 

CONTACT: 

Robert  Dryden,  M.D. 

Harold  E.  Cross,  M.D. 

U of  A Medical  Center 
Tucson,  AZ  85724 

Approved  for  14  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 

BLUNT  AND  PENETRATING  ABDOMINAL 
TRAUMA 

June  1 1,  1974 

Navapache  Hospital,  Lakeside,  AZ 

SPONSOR:  Ar  izona  Regional  Medical-  Program, 
and  CESA 

CONTACT: 

Douglas  Lindsey,  M.D. 

Dept,  of  Surgery 
U of  A College  of  Medicine 
Tucson,  AZ  85724 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 

DRUG  ABUSE 

June  11,1  974  — 7-9  p.m. 

Coconino  Co.  Health  Dept. 

Flagstaff,  AZ 

SPONSOR:  Ar  izona  Regional  Medical  Program, 
and  CESA 

CONTACT: 

Paul  F.  Consroe,  Ph.D. 

College  of  Pharmacy 
U of  A College  of  Medicine 
Tucson,  AZ  85724 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 

ADULT  DIABETIC  INDIAN 

June  11,1  974  — 7-9  p.m. 

USPHS  Hospital,  Kearns  Canyon,  AZ 

SPONSOR:  A rizona  Regional  Medical  Program, 
and  CESA 

CONTACT: 

Charles  Nugent,  M.D. 

U of  A College  of  Medicine 
Tucson,  AZ  85724 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


DERMATOLOGY 

June  1 2,  1 974  — 7-9  p.m. 

USPHS  Hospital,  Kayenta,  AZ 

SPONSOR:  Ar  izona  Regional  Medical  Program, 
and  CESA 

CONTACT: 

William  Ragsdale,  M.D. 

444  W.  Osborn 
Phoenix,  AZ  8501  3 

Approved  for  2 required  hours  otward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


DERMATOLOGY 

June  12,  1974  — 7-9  p.m. 

White  Mountain  Comm.  Hosp. 
Springerville,  AZ 

SPONSOR:  Arizona  Regional  Medical  Program, 
and  CESA 

CONTACT: 

Daniel  F.  Shanahan,  M.D. 

909  E.  Brill  St. 

Phoenix,  AZ  850 1 3 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 

FAMILY  PLANNING 

June  13,  1 974  — 7-9  p.m. 

USPHS  Hospital,  Tuba  City,  AZ 

SPONSOR:  A rizona  Regional  Medical  Program, 
and  CESA 

CONTACT: 

James  K.  Bauman,  M.D. 

Helen  Ingram,  R.M. 

Maricopa  Co.  Health  Dept. 

1825  E.  Roosevelt 
Phoenix,  AZ  85008 

Approved  for  2 elective  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 

NEUROLOGICAL  PROBLEMS  DUE  TO  TRAUMA 

June  1 3,  1 974  — 7-9  p.m. 

Morenci  Hospital,  Morenci,  AZ 

SPONSOR:  Arizona  Regional  Medical  Program, 
and  CESA 

CONTACT: 

Philip  Gildenberg,  M.D. 

Dept,  of  Surgery 
U of  A College  of  Medicine 
Tucson,  AZ  85724 


47g  JUNE  1974  • XXXI  • 6 


Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PEDIATRIC  CARDIOLOGY 


CHILD  DEVELOPMENT  AND  PSYCHOLOGY 


June  13,  1974  — 7-9  p.m. 

USPHS  Hospital,  Fort  Defiance 

SPONSOR:  Ari  zona  Regional  Medical  Program  and  CESA 

CONTACT: 

Stanley  J.  Goldberg,  M.D. 

Dept,  of  Pediatrics 
U of  A College  of  Medicine 
Tucson,  AZ  85724 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


CARE  OF  THE  NEWBORN 

June  1 7,  1 974  — 7-9  p.m. 

Copper  Queen  Hospital,  Bisbee,  AB 

SPONSOR:  Arizona  Regional  Medical  Program  and  CESA 

CONTACT: 

Thomas  Harris,  M.D. 

Dept,  of  Pediatrics 
U of  A College  of  Medicine 
Tucson,  AZ  85724 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


ALCOHOLISM  AND  DRUG  ABUSE 

June  18,  1974  — 7-9  p.m. 

Holbrook  Town  Hall,  Holbrook,  AZ 

SPONSOR:  Arizona  Regional  Medical  Program  and  CESA 

CONTACT: 

Donald  Damstra,  M.D. 

Alcoholism  & Drug  Abuse  Program 
St.  Luke's  Hospital 
Phoenix,  AZ 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


DERMATOLOGY 

June  1 8,  1 974  — 7-9  p.m. 

USPHS  Hospital,  Kearns  Canyon,  AZ 

SPONSOR:  Ar  izona  Regional  Medical  Program  and  CESA 

CONTACT: 

Daniel  F.  Shanahan,  M.D. 

909  E.  Brill  St. 

Phoenix,  AZ  85006 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


June  1 8,  1 974  — 6-8  p.m. 

Marcus  J.  Lawrence  Mem.  Hospital 
Cottonwood,  AZ 

SPONSOR:  Arizona  Regional  Medical  Program  and  CESA 

CONTACT: 

Joseph  Patterson,  Ph.D. 

Dir.  of  Child  Dev.  Lab. 

Dept,  of  Psychology 
U of  A College  of  Medicine 
Tucson,  AZ  85724 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


CARDIOLOGY 

June  19,  1974  — 7-9  p.m. 

USPHS  Clinic,  Kayenta,  AZ 

SPONSOR:  Arizona  Regional  Medical  Program  and  CESA 

CONTACT: 

Brendan  Phibbs,  M.D. 

Dept,  of  Internal  Medicine 
College  of  Medicine  U of  A. 

Tucson,  AZ  85724 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


BASIC  OF  BIOMECHANICS 

June  20,  1 974  — 7-9  p.m. 

USPHS  Hospital,  Ft.  Defiance,  AZ 

SPONSOR:  Arizona  Regional  Medical  Program  and  CESA 

CONTACT: 

Leonard  Peltier,  M.D. 

Dept,  of  Surgery 
U of  A College  of  Medicine 
Tucson,  AZ  85724 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


COMMON  PEDIATRIC  PROBLEMS 

June  20,  1 974  — 7-9  p.m. 

New  Cornelia  Hospital,  Ajo,  AZ 

SPONSOR:  Ar  izona  Regional  Medical  Program  and  CESA 

CONTACT: 

Anita  Stafford,  M.D. 

Pima  County  Hospital 
Tucson,  AZ 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 
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BREAST  CANCER 


NEUROLOGICAL  PROBLEMS 


June  25,  1974  — 7-9  p.m. 

Yuma  Regional  Medical  Center,  Yuma,  AZ 

SPONSOR:  Arizona  Regional  Medical  Program  and  CESA 

CONTACT: 

Erie  Peacock,  M.D. 

U of  A College  of  Medicine 
Tucson,  AZ  85724 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


BACK  INJURIES 

June  26,  1974  — 7-9  p.m. 

Page  Hospital,  Page,  AZ 

SPONSOR:  Ar  izona  Regional  Medical  Program  and  CESA 

CONTACT: 

Stanford  Hartman,  M.D. 

909  E.  Brill  St. 

Phoenix,  AZ  85006 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


ARTHRITIS  & GOUT 

June  26,  1 974  — 7-9  p.m. 

New  Cornelia  Hospital,  Ajo,  AZ 

SPONSOR:  Arizona  Regional  Medical  Program  and  CESA 

CONTACT: 

Harold  Tretbar,  M.D. 

Dept,  of  Internal  Medicine 
U of  A College  of  Medicine 
Tucson,  AZ  85724 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


EMERGENCY  CARE  IN  ACCIDENTS 

June  26,  1 974  — 6-8  p.m. 

Mohave  Community  College,  Kingman,  AZ 

SPONSOR:  Arizona  Regional  Medical  Program  and  CESA 

CONTACT: 

Frederick  J.  Hirsch,  M.D. 

U of  A College  of  Medicine 
Tucson,  AZ  85724 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


June  28,  1974  - 12:30-2:30  p.m. 

Mt.  Graham  Comm.  Hospital 
Safford,  AZ 

SPONSOR:  Arizona  Regional  Medical  Program  and  CESA 

CONTACT: 

Philip  Gildenberg,  M.D. 

Dept,  of  Surgery 
U of  A College  of  Medicine 
Tucson,  AZ  85724 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


COCONINO  COUNTY  MEDICAL  SOCIETY 
SUMMER  MEDICAL  SEMINAR 

July  27  & 28,  1974 
Little  America,  Flagstaff,  AZ 

SONSOR:  Coconino  County  Medical  Society 

CONTACT: 

Merrill  Abeshaus,  M.D. 

1 355  N.  Beaver  St. 

Flagstaff,  AZ  86001 

Approved  for  8 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


AN  UPDATE  ON  PSYCHOTROPIC  DRUGS 

October  4,  1 974 
Personnel  & Education  Bldg. 

Arizona  State  Hospital 
Phoenix,  AZ 

SPONSOR:  A rizona  State  Hospital 

CONTACT: 

Eli  Schlossberg,  R.Ph. 

Arizona  State  Hospital 
2500  E.  Van  Buren 
Phoenix,  AZ 

Approved  for  3 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


WORKSHOP  FOR  TEACHERS  IN 
FAMILY  PRACTICE  TRAINING 

October  6-9,  1 974 

Tanque  Verde  Guest  Ranch,  Tucson,  AZ 

SPONSOR:  Dept.  of  Family  & Community  Medicine 
U of  A College  of  Medicine 
Tucson,  AZ 

CONTACT: 

Anthony  F.  Vuturo,  M.D. 

Dept,  of  Family  & Community  Medicine 
U of  A College  of  Medicine 
Tucson,  AZ  85724 

Approved  for  24  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 
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PROBLEM  ORIENTED  FAMILY 
PRACTICE  REVIEW  COURSE 

October  10-13,  1974 

SPONSOR:  Dept,  of  Family  & Community  Medicine 
U of  A College  of  Medicine 
Tucson,  AZ  85724 

CONTACT: 

Anthony  F.  Vuturo,  M.D. 

Dept,  of  Family  & Community  Medicine 
U of  A College  of  Medicine 
Tucson,  AZ  85724 

Approved  for  30  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


CARDIOLOGY  CONFERENCE 

Weekly  — Friday  8-9  a.m. 

St.  Mary's  Hospital  Auditorium 
Tucson,  AZ 

SPONSOR:  St.  Mary's  Hospital 

CONTACT: 

A.  L.  Forte,  M.D. 

St.  Mary's  Hospital 
Tucson,  AZ  85724 

Approved  for  one  required  hour  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


POST-CONFERENCE  - TRAVEL  STUDY  PROGRAM 

October  14-18,  1 974 
Guadalajara  Hilton 
Guadalajara,  Sonora,  Mexico 

SPONSOR:  Dept.  of  Family  & Community  Medicine 
U of  A College  of  Medicine 
Tucson,  AZ  85724 

CONTACT: 

Anthony  F.  Vuturo,  M.D. 

Dept,  of  Family  & Community  Medicine 
U of  A College  of  Medicine 
Tucson,  AZ  85724 

Approved  for  13  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PROBLEM  CASE  WORKSHOPS 

3rd  Monday  of  each  month  7:30  a.m. 

Room  4410,  Arizona  Medical  Center,  Tucson,  AZ 

SPONSOR:  Division  of  Ophthalmology,  U of  A 
College  of  Medicine 

CONTACT: 

H.  E.  Cross,  M.D.,  Ph.D. 

Arizona  Medical  Center 
Dept,  of  Surgery 
Tucson,  AZ 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SURG’CAL  GRAND  ROUNDS 
4TH  TUESDAY  OF  EACH  MONTH 

Hospital  Auditorium 
Baptist  Hospital,  Phoenix 

SPONSOR:  Baptist  Hospital  Phoenix 

CONTACT- 

James  B.  Shields,  M.D. 

6036  N.  19th  Ave. 

Phoenix,  AZ  85015 

Approved  for  1 Vi  required  hours  per  month  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


CLINICAL  CANCER  CONFERENCE 

3rd  Wednesday  Every  Month 
Butler  Bldg.  Conference  Room 
Good  Samaritan  Hospital,  Phoenix,  AZ 

SPONSOR:  Good  Samaritan  Hospital 

CONTACT: 

John  A.  Bruner,  M.D. 

926  E.  McDowell  Road 
Phoenix,  AZ  85006 

Approved  for  1 required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 
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Pharmacy  Directory 


WE  BIND  YOUR 
PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

$7.50  per  volume,  including  name  imprint. 

Inquire  about  quantity  discounts. 

Free  local  pick  up  and  delivery  on  10  volumes 
or  more. 


ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
PHOENIX,  ARIZONA  85009 
272-9338 


ArMA  offers  A NEW 

INSURANCE  FORM 

FOR  ALL  CLAIMS 

An  order  today  will  stop  the  confusion  of 
multiple  insurance  forms 
Sample  available  on  request 

COST:  $1 .75  per  hundred 

To:  Arizona  Medical  Association 
8 1 0 West  Bethany  Home  Rd. 

Phoenix,  AZ  8501  3 

Please  send  me  hundred  approved 

insurance  forms  costing  $1.75  per  hundred. 

NAME  

Address  

Bill  me  □ Payment  Enclosed  □ 


FAIRMONT  PHARMACY 

AN  INDEPENDENT 
WITH 

CHAIN  STORE  PRICES 

3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


FREE  RADIO  EQUIPPED  DELIVERY 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 

3904  N.  Scottsdale  Rd.  945-8420  - 945-8429 
Next  to  the  1 st  National  Bank 
Open  'til  10  p.m.  daily  — 9 p.m.  Sundays 


FREE  DELIVERY 

CALL 


IF  BUSY  CALL  252-1573 

" SattdfolKf, 

Suce  ?920” 

• COSMETICS 

• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MacALPINE’S 

DRUG  STORE 

THE  3te*s2  STORE 

2303  N.  7th  ST. 

DON  BRISCOE  - PHARMACIST 


Classified 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

70  E.  Mitchell  Dr.,  Suite  6 
Phoenix,  Arizona  85012 
263-9090 


Medical  Transcription 
For  Physicians  and 
Hospitals 

MULLEN  MEDICAL  SERVICE,  INC. 

4445  North  36th  Street 
Phoenix,  Arizona  85018 
Telephone  (602)  955-0763 


CONDOMINIUM  FOR  RENT 
KINO  BAY,  MEXICO 

Luxury  condominium  directly  on  beach.  Fully 
furnished  including  dishes,  linens,  and  maid 
service.  Private  pool.  Kino  Bay  is  68  miles 
west  of  Hermosillo.  Reduced  rates  for  ex- 
tended visits.  For  details  please  contact: 

John  D.  Noble,  Jr. 

John  D.  Noble  & Associates,  Realtors 

5800  North  19th  Ave. 

Phoenix,  AZ  85015 
(602)  249-2654 

Condon  tioios 
Jocqdelvnn 


COLLECTION  PROBLEMS? 

Over  four  years  of  experience  in  Arizona  has 
proven  that  our  system  produces  excellent  re- 
sults using  “soft  collection"  methods  at  costs 
averaging  10%  of  moneys  recovered.  We  have 
documented  cases  of  recovery  costs  as  low  as 
2%.  Paid  accounts  are  the  best  accounts.  Call 
or  write:  American  Billing  Corporation  — 4014 
N.  7th  Street  — Phoenix,  Arizona  85014  — 
265-4729. 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  327-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1 932“ 


FOR  SALE 

Megason  Ultrasonic,  by  the  Bircher  Corpora- 
tion, excellent  condition,  $300.  Contact:  Leo 
Schnur,  Box  480,  Sedona,  AZ,  phone  282-3210. 


OFFICE  SPACE  AVAILABLE 

Office  space  available  suitable  for  General 
Surgeon,  Orthopedic  Surgeon,  ENT,  or  Plastic 
Surgeon  or  other  subspecialty.  Available  im- 
mediately. Contact:  Paul  James,  955-8701  or 
955-2350. 


PHYSICIANS'  ASSISTANT 

"Class  A"  Physicians'  Assistant  seeking  em- 
ployment in  a primary  care  practice.  Graduate 
August  1974,  AMA  approved  program.  B.S.  in 
Medicine.  R.  Laine,  Apt.  532,  1940  Howard  St., 
Kalamazoo,  Michigan  49008.  Phone:  (616)  343- 
6529. 
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CORONADO  BEACH  HOUSE 

4 bedroom  — 3 baths,  completely  furnished. 
Available  — July  8th  to  17th  — $350.00;  July 
24th  to  31st  — $300.00.  2 families  can  share. 
Contact:  Henry  Newman,  M.D.  4550  N.  51st 
Ave.,  Phoenix,  AZ  85031.  Phone:  846-7546. 


DOES  YOUR  HOME  NEED  PAINTING? 

Most  homes  in  Arizona  need  painting  every 
5 years.  Failure  to  do  so  can  become  very 
costly  in  terms  of  facial  damage  to  the  home 
and  repairs  when  one  finally  does  decide  to 
do  so.  Regular  maintenance  is  a must  when 
it  comes  to  having  an  attractive,  beautiful 
home.  I use  the  finest  of  materials  and  equip- 
ment. Indoor  and  out.  Please  inquire  at  277- 
0014  and  ask  for  Thomas  Lucas. 


STERLING  CONSTRUCTION  CORP. 

Construction  of  your  own  medical  office  com- 
plex can  be  uncomplicated  and  inexpensive 
through  the  use  of  our  small  contracting  or- 
ganization which  still  retains  pride  of  work- 
manship and  a strong  desire  to  please  our  cus- 
tomers. We  can  also  assist  you  in  site  location 
and  design.  Sterling  Construction  Corporation 
947-6546. 


IDEAL  FOR  SMALL  CLINC 

Near  new  development  3V2  acres.  2 blocks  N. 
of  Hi-ways  #60-70-89-west.  Terms.  Agent. 
242-0368. 


MEDICAL  AND  DENTAL 
OFFICE  SPACE  AVAILABLE 

Across  street  from  Glendale  Samaritan 
Hospital 

The  Dunbar  Company  Ltd. 

Agents 

(602)  264-7582 


VERDE  LAKES 

Mobile  home— dbl.  lot— 3 Br.  V/2  Ba.  Large  L.R. 
Kitchen  well  equipped,  utility  room,  covered 
patio;  2 storage  sheds;  some  furniture,  many 
extras.  Immaculate  — to  see  is  to  want  — 
Terms.  Agent.  242-0368. 


AVAILABLE  FOR  LEASE 

Office  suite  designed  for  one  or  two  general 
practice  physicians.  Located  in  prestige  resi- 
dential area  in  Tempe.  Close  to  Desert  Samari- 
tan and  Tempe  Community  Hospitals,  Roomy 
interior  to  be  custom  designed  to  meet  your 
needs  at  competitive  leasing  rates.  Contact: 
Bob  McConnell  at  The  Lakes,  5400  Lakeshore 
Drive,  Tempe,  AZ.  85287.  Telephone  838- 
3066. 
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give  pain  killers?... prescribe  fre 


use  antacids  only? 

Antacids,  like  food,  help  neutralize 
or  buffer  stomach  acidity.  Their 
action  is  short,  usually  lasting 
only  1 to  1 Vi  hours  (given  four 
hours  after  a meal).*  Some 
patients  may  require 
antacids  every  half  hour. 


give  pain  killers  only? 

They  relieve  pain  but  may  cause  patient  drug 
dependency  and  unnecessary  sedation. 


prescribe  frequent  eating  only? 

Frequent  feeding  helps  buffer  acid,  but  caloric, 
digestive,  and  social  considerations  make 
frequent  eating  both  difficult  and  impractical. 


Indications:  Pro-Banthine  is  effective  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer.  Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  disease  of  the  gastrointestinal 
tract,  obstructive  uropathy,  intestinal  atony,  toxic  megacolon,  hiatal  hernia 
associated  with  reflux  esophagitis,  or  unstable  cardiovascular  adjustment 
in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be  given  this  medi- 
cation with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 

In  theory  a curare-like  action  may  occur,  with  loss  of  voluntary  muscle 


control.  For  such  patients  prompt  and  continuing  artificial  respiration 
should  be  applied  until  the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction,  and  this 
possibility  should  be  considered  before  administering  Pro-Banthine. 


Precautions:  Since  varying  degrees  of  urinary  hesitancy  maybe  evidenced 
by  elderly  males  with  prostatic  hypertrophy,  such  patients  should  be 
advised  to  micturate  at  the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with  ulcerative 

rnlitit;  ’ 


Adverse  Reactions:  Varying  degrees  of  drying  of  salivary  secretions  ma. 
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